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INTRODUCTION TO THE PORTFOLIO
During my training on this course I have written many introductions for various theoretical 
and practical papers. As this is the introduction to the main body of my doctoral work, it has 
felt by far the most significant and subsequently the most difficult to construct. The hope is 
that this introduction will give some guidance and orient the reader to what is included herein 
and why. 1 will begin with a brief description of what the portfolio contains. Then 1 will 
move on to outline some pertinent factors that have been influential in my decision to study 
counselling psychology and my stance towards the profession. Such factors will undoubtedly 
have affected my work within this portfolio. Finally, 1 will give a more detailed description 
of the pieces contained within the different sections and my reasoning in including them. The 
aim in this portfolio is to demonstrate a range of abilities and competencies across a variety 
of areas in counselling psychology.
This portfolio contains work submitted for the practitioner doctorate in Psychotherapeutic 
and Counselling Psychology. The first of three dossiers is the Academic Dossier, which 
contains three essays exploring some issues in counselling psychology from different 
theoretical perspectives. The Therapeutic Practice Dossier contains descriptions of my three 
clinical placements as well as the Final Clinical Paper discussing my journey and 
development throughout the training. The Research Dossier includes a literature review and 
two qualitative research projects.
Background
1 was drawn to the study of psychology as a degree subject towards the end of my secondary 
education in Northern Ireland. 1 had originally applied to study law at university; however, 
my interests had changed when the time came to move on in my education and 1 was more 
fascinated with psychology. This fascination initially took the form of wanting to know ‘how 
things work’, ‘why people do the things they do’, and ‘why people think the way they think’. 
It was essentially about seeking answers to the bigger questions 1 had about life, others and
myself. These questions came from a general curiosity about human beings, the origin of 
which I am uncertain, but that seemed to stem at least in part from my reading of science 
fiction at the time. As will be discussed later in my Final Clinical Paper, it was the discovery 
of the writing of Philip K. Dick and his science fiction that presented to me, even before my 
degree, what was possible when considering what it is to be human. This form of thinking 
engaged me, and was one of the reasons I wanted to study psychology -  to explore whether it 
offered some insight into these fundamental questions I was asking. This continued to 
interest me throughout my social psychology degree, but as 1 came to the end of 
undergraduate study, 1 felt less and less comfortable with the more natural scientific view of 
human beings and relationships that was being presented to me in some, but certainly not all, 
modules. In particular, the ideas in cognitive psychology and behaviourism, while 
stimulating, led to several discussions and devil’s advocate debates with classmates and 
family members about how these perspectives explained the human condition. The 
reductionism that they advocated felt somewhat restrictive to me and did not seem to fit with 
my increasing interest in adopting a philosophical and curious stance towards the world. 
Paradoxically, this led me away from wanting to find definitive answers to my original 
questions, instead preferring to maintain an openness to the multitude of possibilities inherent 
in human existence.
However, it was not only a fascination in the topic of psychology that led to me to 
counselling psychology; after all, the counselling aspect is missing from the above 
discussion. My desire to become involved in the more therapeutic realm of human 
psychology had been present since my friend’s girlfriend killed herself towards the beginning 
of my undergraduate degree. It was an extremely difficult time for my fiiend and I remember 
trying to offer him some support, but ultimately feeling helpless in the face of what was an 
unexpected and huge tragedy. The experience left me with some questions as to how I could 
learn more about helping others in similar life situations and, moreover, what led this girl to 
take her own life when nobody had seen it coming. In some ways, I realised that my feelings 
of guilt and helplessness were an understandable and common reaction to such an event, and 
that my supporting friendship was most likely helpful to my friend, but I nonetheless wanted 
to know more about the ways in which professionals helped others therapeutically. Thus, 
when it came towards the end of my degree, I was faced with the decision of what direction 
to take for the future. After exploring the various options available to me, the profession of 
counselling psychology immediately seemed to suit both my desire to learn about therapy
and my stance of curiosity towards psychology, which was matched by the curiosity and 
openness underpinning this particular area of applied psychology practice.
An area of my background that is also of relevance in what led me to counselling 
psychology, and in the work I have engaged in throughout the course, is my upbringing in the 
segregated climate of Northern Ireland. As the reader may be aware, there exist deep-seated 
political and historical divides between the nationalist and unionist communities (also 
referred to as Roman Catholic and Protestant communities) in Northern Ireland. Until 
relatively recently, violent clashes between members of the opposing sides were 
commonplace and there was certainly an environment of fear in the province. This is still 
present to some extent today, but the diplomatic and political steps towards negotiation and 
reconciliation have resulted in significant advancements towards peace. Within such a 
potentially unstable climate, I feel I owe a lot to my parents in their approach to the situation 
and life in general. For a time, my father served as a politician who attempted to bring the 
opposing sides of the ongoing conflict to a negotiating table as a way of moving forward and 
avoiding further violence. My mother and he are also from different religious backgrounds, 
which brought with it its own challenges of being in a mixed-faith marriage within such a 
religiously divided community. These symbols alone demonstrated their acceptance of 
difference, but it was also clear in their attitude of ongoing tolerance and their willingness to 
engage with opposing viewpoints. While my decision to study counselling psychology was 
not necessarily consciously related to these factors, I do see a parallel between this type of 
attitude and what the attitude of counselling psychology represented to me — one in which 
individual difference is embraced, dogmatism is resisted and openness to multiple 
perspectives is actively encouraged. This attitude is something that therefore appealed to me 
and that I have adopted in my approach to the research and practice work on the course, some 
of which has been included in this portfolio.
Academic Dossier
I have spent some time reflecting on what I wanted this portfolio to represent when I chose 
which pieces of theoretical and research work to include. I felt it was important to 
demonstrate different areas of my thinking and experience at different stages of the course, 
so that it communicated a sense of variety in my development as a Counselling Psychologist.
Initially, it seemed to me that my body of work lacked an identifiable theme in the sense that 
various epistemologies and theoretical perspectives were present. However, I realised that it 
was the diversity in my work here that represented a theme in itself, along with the notion of 
engagement with varying and sometimes opposing outlooks, as highlighted above. These 
elements are present in all sections of the portfolio, and in this particular academic section, I 
have included three essays that can be seen to fall within these two main themes.
In the first year of my training in counselling psychology, I was confronted with a variety of 
theoretical approaches, as well as different professional and ethical issues to be considered 
when practicing with clients. Some of the perspectives I encountered in my learning were 
interesting to me and seemed to resonate with my personal worldview, while others did not. 
The first of the essays in this section was written in my first year and deals with the topic of 
psychopathology and the diagnosis of disorders in clinical practice. This did not sit easily 
with the existential approach to my client work that I was interested in at the time, nor did it 
feel like a fit with the ethos of counselling psychology and its attempts to challenge the 
medical model of perceiving and treating clients. This is precisely why I felt the need to 
include this paper on this particular aspect of counselling psychology practice -  to 
demonstrate my engagement with this challenging perspective and show my ability to 
operate within it, yet still reflect on the difficulties I have with it. Rather than simply ignore it 
as something I disagreed with, I wanted to familiarise myself with the process of diagnosis 
and then be in a better position to comment on it.
In my second essay, the focus shifts to a psychodynamic perspective on a particular aspect of 
the therapeutic relationship. As is the case with all the theoretical and research pieces in this 
portfolio, this paper represents my attempts to explore and understand a particular element of 
my training. During my first placement, I had not had any specific experience of how the 
body could be brought into the therapeutic relationship with clients. When I was working 
within a psychodynamic approach, the importance of the body was brought to my attention 
by my supervisor and provided a valuable insight into my therapy with clients. The bodily 
reactions of the therapist in response to their client is referred to as somatic 
countertransference, which was not a form of transference I was familiar with in my reading 
of psychodynamic theory because it has not been extensively written on. Writing this essay 
provided me with the opportunity to leam more about this subject, the other areas of 
psychodynamic theory that it relates to, and how it could influence my work with clients.
The final essay in this dossier resulted from my experiences in adapting to CBT and my 
desire to write about my learning in my placement with eating disorders clients. The change 
from working psychodynamically to working in CBT was quite difficult for me as I got to 
grips with having to explicitly apply specific techniques with clients. One of the risks I felt 
was possible when attempting to make this shift was that of falling into the ‘expert trap’ and 
operating in such a way that suggested I held the answers to the clients’ problems. This was 
made all the more difficult with the medical model that my work was being conducted within 
and the associated pressures to make people ‘better’ or ‘healthier’ by the end of treatment. 
Writing this essay helped me to process my own thoughts on the difficulties I was having and 
allowed me to construct something that I felt would resonate with others in a similar position. 
These intentions are also quite closely linked to my research on the course that addresses an 
area of therapeutic practice I was unsure of, having problems with and wanted to know more 
about, which is discussed below in the associated section.
Therapeutic Practice Dossier
This dossier contains descriptions of my three clinical placements, including the client 
populations, set-up of services and any placement experiences or activities I was involved in. 
It also includes my Final Clinical Paper, which charts my journey through training in relation 
to my personal and professional development, and demonstrates the evolution of my personal 
therapeutic approach.
Research Dossier
When I arrived on the course, I did not have a predetermined area of counselling psychology 
practice that I wanted to conduct research in. However, with increased exposure to a number 
of different theoretical models and therapeutic professionals, I began to see some 
opportunities for exploring some themes that particularly caught my interest. My 
philosophical stance and outlook of curiosity when I began the course have been discussed 
above. It is perhaps not surprising then that the main approach that initially attracted my 
attention was an existential way of working with clients. I was drawn to the existential
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philosophy underpinning the model and became interested in how this could be applied in 
therapeutic practice. As I continued to read into the topic and discuss it with other 
classmates, I noticed that there was a familiar element to the process that I had previously 
associated with approaches such as person-centred therapy. In various places existential 
therapy was portrayed as ‘non-directive’ in its approach to client work, which contrasted with 
other forms of therapy, such as CBT, that are seen as directive. It struck me that these terms 
were rather inadequate when describing the processes of the different therapies, particularly 
in the case of non-directiveness because I felt that a therapist could never hope to avoid 
influencing the direction of the therapy. While this idea of having completely no effect on 
therapy has never been suggested by advocates of non-directiveness, I was still unsure about 
its place in distinguishing between therapies. Moreover, it seemed to me that these 
descriptors of directive versus non-directive served the purpose of segregating different 
approaches and gave the impression of incompatibility between them. In keeping with my 
attitude of wanting to explore differences and contrasting viewpoints, possibly with a view to 
reconciliation, I decided to consider the existential approach to therapy and examine how it 
was discussed in the literature in reference to its non-directiveness. This exploration is 
covered in the literature review in this section.
The review of the literature had allowed me to look into the topic of directiveness in 
existential therapy, but my curiosity had not been satisfied. It was clear that there were 
instances and arguments put forward for a non-directive approach, which I found myself 
challenging on the basis of their contradiction or inconsistency; however, I was still left with 
the question of how the concept of directiveness was experienced in therapy by existential 
practitioners. My aim in the first piece of research contained within this dossier of the 
portfolio was to address this question, at least in reference to the experiences of the 
existential therapists I interviewed. This was not an easy task, as the topic of directiveness 
was often a nebulous and fluid one, proving difficult for both myself and participants to pin 
down at times.
My most recent piece of research was conducted with cognitive-behavioural therapists to 
determine whether a grounded localised theory of directiveness in this type of therapy would 
assist in understanding the topic. The writing in this particular paper demonstrates how my 
thinking on directiveness had developed, and its importance as an area of study was 
becoming much more clear to me at this stage. This research was aimed at making a
concerted effort to pin down the difficult concept and at discussing and representing it in 
such a way so that others could also engage with something I felt needed attention. The other 
two pieces in this section, and the work in the academic dossier, have been left in much the 
same state as they were when written, except for some minor corrections of punctuation or to 
improve clarity. The reason for this is that they are intended to represent my thinking and 
experience at the time. As such, rewriting them fi-om my current perspective, which has 
changed or evolved in various ways, would not represent my development on the course or 
the diversity I was aiming for in this portfolio.
When discussing clients or participants throughout this portfolio, pseudonyms have 
been used and information has been altered or omitted to preserve confidentiality and 
anonymity.
INTRODUCTION TO THE ACADEMIC DOSSIER
The academic dossier contains three essays. The first essay is a psychopathology report that 
discusses the various possible mental health diagnoses for the client in the associated case 
study. The second essay explores the area of somatic countertransference in psychodynamic 
psychotherapy and the use of the body. The third essay discusses the challenges of adapting 
to cognitive-behavioural work and the associated risk of falling into the ‘expert trap’, 
particularly in the area of eating disorders.
Where clients are discussed, pseudonyms are used and information has been either changed 
or omitted to preserve confidentiality and anonymity.
Psychopathology report: Consideration of a case study
Instructions
Attached is a case history. With reference to the standard psychiatric classificatory schemes 
(e.g. DSM-IV or ICD-IO), discuss the various possible diagnoses that might be considered in 
this case. From the case material, outline the most likely diagnosis and say why you think the 
client fits into that particular category. Also include a brief discussion of any further 
information or assessments that you might think necessary in this instance. Appropriate 
headings should be used throughout.
Introduction
This report discusses the potential diagnoses contemplated for the case study in question (see 
Appendix) with reference to The Diagnostic and Statistical Manual o f  Mental Disorders, 
fourth Edition, or DSM-IV (American Psychiatric Association, 1994). The criteria listed for a 
variety of mental health disorders in the DSM-IV were drawn upon to discern which 
diagnosis would be most appropriate for the individual whose situation and history are 
detailed in the case study. In the context of the current report, the term ‘diagnosis’ refers 
neither to a definitive statement on the condition of this individual nor to what category they 
fit into, but rather to a personal judgement on the area of difficulty described within the 
DSM-IV that most closely resembles their situation as presented in the information being 
considered. Furthermore, the use of the term ‘disorder’ here is in specific reference to the 
DSM-IV categories of disorder that can be experienced by individuals, which as mentioned 
are being drawn upon to assist attempts at diagnosis. As such, the term’s use is not intended 
to infer any opinion on what constitutes order or disorder in mental functioning. This paper 
attempts to ascertain the applicability of certain mental disorders in the DSM-IV to the case 
study and highlights the difficulties of differential diagnosis in this process. The need for 
further information in aiding a more comprehensive diagnosis is discussed.
First impressions
Mood disorder
On first reading of the case study, the individual concerned (Alice) appears to have had some 
noticeable variability in affect. Her mood seems to swing from angrily denying her self­
destructive behaviour when admitted to a psychiatric hospital for the eighth time, to crying as 
she expresses fear over failing her university examinations. Such mood disturbances can be 
seen to have a bearing on her occupational functioning (i.e. at university), and on her 
relationships with others (the hospital staff and patients), and the information indicates that 
she required hospitalisation to prevent harm to herself. These are some of the criteria outlined 
in the DSM-IV regarding mood episodes that may have suggested some form of mood 
disorder being present; however, other criteria for these episodes and related areas of 
difficulty (e.g. bipolar disorders) are not met, most notably the duration and impact of the 
moods.
Substance abuse and post-traumatic stress disorder (PTSD)
An aspect of Alice’s history and current situation that could potentially have contributed to 
her behaviour is her use of drugs. It is stated that she started to use drugs at an early age 
following her mother’s marriage to her boyfriend and the intrusion of new people into her 
family life, and it certainly appears that drugs have played some part throughout her 
development. The DSM-IV lists a number of substance-related disorders pertaining to both 
substance use and substance abuse, which may be relevant in this instance. However, there is 
insufficient material available to determine the extent to which the problems Alice has 
experienced in her life have contributed to her use of drugs, or conversely the extent to which 
her use of drugs has contributed to the problems in her life. The need for further information 
on this particular aspect is discussed later in this report.
One factor that could be linked with substance abuse, and indeed with some other facets of 
her behaviour (irritability, outbursts of anger, occupational functioning), is post-traumatic 
stress. The trauma in Alice’s case is the sexual abuse she experienced at the hands of the 
sixteen year old son (Michael) of her mother’s new husband. She started to use drugs after 
Michael and his father had begun living with her, and the information suggests that her 
substance abuse could have taken place after she had been sexually abused by Michael, but 
the time frame surrounding these events is unclear. More clarity on this issue may shed some
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light on whether Alice’s drug-taking behaviour could have been induced by the trauma of 
sexual abuse. Indeed, some research has suggested the co-morbidity of PTSD and substance 
abuse, which can present a significant challenge in practitioners’ attempts to diagnose 
(Gottheil, 1988; Keane, Gerardi, Lyons, & Wolfe, 1988; Kosten, & Krystal, 1988). However, 
despite this potential connection between these two difficulties, examination of the criteria in 
the DSM-IV suggests that the information in the case study does not advocate a diagnosis of 
post-traumatic stress disorder. There are no details present regarding any distressing dreams 
or persistent re-experiencing of the event, and perhaps more importantly Alice’s involvement 
in sadomasochistic sexual activity would indicate that she does not display a “persistent 
avoidance of stimuli associated with the trauma” (APA, 1994, p. 210). The information in the 
case study more likely points to the DSM-IV category of personality disorder due to the 
endurance of Alice’s pattern of inner experience and behaviour, specifically in relation to 
affectivity, interpersonal fiinctioning and the control of her impulses (APA, 1994).
Personality disorders
The DSM-IV criteria for personality disorders seem to apply to elements of Alice’s story. 
She particularly appears to experience difficulties with her interpersonal functioning, evident 
in her fluctuating relationships with hospital staff members and patients, as well as with her 
moods and controlling her impulses, i.e. her behaviour relating to sex and drugs. This pattern 
is suggested to be “inflexible and pervasive across a broad range of personal and social 
situations” (APA, 1994, 275) as indicated in this category of disorders.
Once the category of personality disorder has been decided upon, the next step is to 
distinguish which particular type of personality disorder best fits the description of Alice 
presented in the case study. There is some overlap between the disorders within this area of 
the DSM-IV and so the process of differential diagnosis between them requires particular 
attentiveness to the applicability of the criteria concerned. Certainly, Farmer (2000) 
highlights the difficulties practitioners can face in their diagnostic attempts to differentiate 
between disorders that relate closely to each other. This report will consider two of the 
clusters of personality disorders in the case of Alice.
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Cluster A personality disorders
Within this cluster are described the criteria for paranoid, schizoid and schizotypal 
personality disorders. Reference to the criteria for each of these disorders quickly leads to the 
suggestion that Alice’s situation would most likely not fall within any of these. When 
considering paranoid personality disorder, the information in the case study indicates that 
Alice does not display any overt distrust or suspiciousness of others in her interactions. In the 
case of schizoid personality disorder, she does not show signs of detachment from social 
relationships or choosing solidarity, and if anything has put much effort into not being alone. 
Similarly, with schizotypal personality disorder, she does not exhibit a reduced capacity for 
close relationships, demonstrated by her association with the male patient during her first 
hospitalisation. In short, Alice does not meet the number of criteria required by the DSM-IV 
for each of these disorders.
Cluster B personality disorders
However, when contemplating the relevance of the second cluster of disorders, Alice could 
be argued to satisfy the minimum number of criteria for three out of four of these. The most 
unlikely is probably narcissistic personality disorder as Alice does not show a pattern of 
grandiosity despite her apparent need for admiration. Despite fitting the criteria for the other 
three disorders, the overall impression of Alice’s case must be considered when attempting to 
differentiate between the potential diagnoses relating to it.
Histrionic personalitv disorder: Within this category of the DSM-IV, Alice can be seen in the 
case study to demonstrate behaviour that falls into the minimum of five out of eighth criteria. 
Among these are inappropriate sexually seductive behaviour, rapidly shifting expression of 
emotions and considering relationships to be “more intimate than they actually are” (APA, 
1994, p. 281), in the example of the male patient. However, the overarching or pervasive 
pattern in her personality does not seem to be attention seeking, which this disorder appears 
to be focused on.
Antisocial personalitv disorder: Again, Alice’s situation could be seen to meet most of the 
criteria in this disorder. In part A, the minimum of three criteria is met in her deceitfulness 
(lying to hospital staff members), impulsivity (drug-taking), and irritability (aggressive 
outbursts). She is also over 18 years of age, as stipulated in part B, and shows some evidence 
of conduct disorder before the age of 15 (part C) with her rule-breaking and drug-taking, but
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this is perhaps not extreme enough. As with histrionic personality disorder, her pervasive 
pattern of behaviour is not necessarily suggested to concur with that of the disorder, which in 
this case is a disregard for and violation of others’ rights.
Borderline personalitv disorder: Of the four disorders in this area of the DSM-IV, and indeed 
of all the disorders listed, borderline personality disorder seems to be the most applicable to 
the case study in question. Alice’s instability in her interpersonal relationships with hospital 
staff and patients, her marked impulsivity starting at a younger age, and her fluctuation in 
affect are all characteristic of this particular disorder. Of the nine possible criteria, eight are 
demonstrated in Alice’s behaviour and experience, while stress-related paranoid ideation is 
not clearly present. Some of the criteria are satisfied in the following ways. Her fear of 
abandonment is evident in her psychodynamic therapist’s interpretation and her associated 
efforts to avoid abandonment are demonstrated by her being less independent. She has made 
recurrent suicidal threats and partaken in several instances of self-mutilating behaviour. She 
displays “inappropriate, intense anger or difficulty controlling anger” (APA, 1994, p. 281), 
for example when her bag is searched upon admission to the hospital. Her self-image or 
sense of self appears to be unstable in her experiences of feeling unreal and dissociated from 
her surroundings. Her impulsivity shows in her substance abuse and sexual activities. 
Furthermore, Waller (1993) has proposed a link between borderline personality disorder and 
sexual abuse, which could apply to the effect of Alice’s experiences with her stepbrother 
Michael.
Towards a more comprehensive diagnosis
The questions surrounding substance abuse
The category of borderline personality disorder seems to most closely resemble the 
experiences and behaviour of Alice when considering the information given in the case 
study. However, as previously discussed, if efforts are to be made to obtain a more complete 
picture of Alice’s situation more details are required surrounding a number of aspects, most 
notably the use or abuse of drugs. The role of substance use in her development and current 
situation is difficult to identify. The category of substance use disorder in the DSM-IV 
outlines the potential effects of substance abuse in the “failure to fulfil major role obligations 
at work, school, or home” (APA, 1994, p. 112), which would appear to apply to Alice’s case
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study -  she began skipping school and her grades suffered around the time she got involved 
with people who were using drugs. But it is unclear whether she got involved with these 
people before or after she showed changes in her school attendance and academic 
performance, and so the situation at home could have influenced these changes before drugs 
became a factor. Similarly, determining whether Alice is experiencing a substance-induced 
disorder as categorised in the DSM-IV is problematical. The extent of the effects of 
substance intoxication or substance withdrawal on her behaviour and mood needs further 
exploration, and a number of questions demand attention.
What tvpe(s) of substance has Alice been using/abusing? The DSM-IV contains categories 
for disorders relating to a variety of substances including alcohol, amphetamines, cocaine and 
cannabis, which can all have varying effects on the individual.
When or how often was she using the drugs? The times at which Alice was using such drugs 
could have had an impact on her interactions in therapy or in the hospital setting, and indeed 
the potential extent of these effects has been explored by Schuckit (1995) in relation to the 
diagnostic criteria of the DSM-IV.
Is her drug taking behaviour simpiv part of a borderline personalitv disorder? The case study 
does not appear to provide sufficient information to conclude whether the drug-taking itself 
could be the cause of much of Alice’s behaviour. Gunderson (2001) has proposed the co­
existence of borderline personality disorder and substance misuse, but without specific 
details on the role that drugs have played, a connection between the two cannot necessarily 
be assumed. Perhaps a solution would be to implement a substance use questionnaire or 
measure to elicit more details on this part of the story.
Other factors for consideration
It may be helpful to know whether Alice has any significant medical conditions as these 
could have an affect on her experience or behaviour. The DSM-IV contains a section devoted 
to mental disorders connected with a general medical condition that highlights in particular 
the aspect of personality change. While borderline personality disorder does seem to 
resemble Alice’s situation, there may be medical issues involved and any associated 
medication could also have an influence.
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Alice’s cultural and ethnic backgrounds are not sufficiently detailed in the case study. In the 
general diagnostic criteria for a personality disorder, the DSM-IV points to a pattern of 
behaviour that “deviates markedly from the expectations of the individual’s culture” (APA, 
1994, p. 275), yet there is no information on where Alice is from, and little indication of what 
type of area she lives in (other than middle-class suburbia), or the macro- and micro-cultures 
she operates within. While these factors do not necessarily have to determine personality or 
behaviour, their potential influence cannot be ignored and needs to be identified.
With regard to the judgement that borderline personality disorder seems to help explain 
Alice’s case, it may be helpful to use a measure or scale that specifically addresses 
personality to aid in distinguishing whether this diagnosis is justified. The Personality 
Diagnostic Questionnaire (PDQ-4) has been widely used by mental health professionals as an 
effective screening tool for personality disorders contained in the DSM-IV (www.pdq4.com), 
and may prove useful in this instance. However, this should not be prioritised over a further 
face-to-face assessment session(s) with Alice, which would be the most desirable means of 
obtaining a clearer picture of her story and providing her with the opportunity to report on 
her current situation in her own words. Furthermore, any formulation or diagnosis arrived at 
should always be open to revision with increased contact with the client.
The above point on the importance of the client’s role in determining what her difficulties are 
cannot be underestimated and is of paramount importance in counselling psychology 
practice. Counselling psychology does not advocate a natural science or technical rationality 
stance to human behaviour, which attempts to assert that there is an objective world in which 
disorders exist independent of the values and judgements of health professionals. Instead, the 
focus is on considering the different social, economic, ethnic and cultural factors that 
contribute to a person’s lived experience (both therapist and client), and prioritising the 
validity of the client’s subjectivity and perceptions in telling their story (Strawbridge & 
Woolfe, 2003). While this report has attempted to reach the most likely diagnosis according 
to DSM-IV categories, it is important to remain aware of the implications of applying a 
medical model diagnostic category onto an individual client. The idea of diagnosis comes 
from a medical dichotomy “designed to distinguish health from illness” (Spinelli, 2003, 
p. 185), and as such there are certainly issues of power in placing a person into the ‘sick role’ 
with the therapist as ‘healthy helper’. It also runs the risk of minimising the client’s 
subjective experience and of their opportunity to refute the opinions of practitioners that are
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in a more ‘knowledgeable’ position than them. Furthermore, several writers have pointed to 
the lack of validity and reliability in diagnosing clients, which suggests that such a system 
should not be relied upon in such a dominant way when determining how a client is treated 
(Duncan, Miller & Sparks, 2004; Pilgrim, 2000). Therefore, although diagnostic categories 
may provide a means of communicating between practitioners on the general picture of what 
a client might be experiencing, these descriptions should remain tentative, interactive and 
flexible and should not replace a more collaborative representation arrived at with the client.
Conclusion
This report has used the details presented in the case study of Alice to attempt to arrive at a 
diagnosis based on DSM-IV criteria. The difficulties in reaching a judgement in this situation 
have been discussed in relation to missing pieces of information and the process of 
differential diagnosis. A final point should be made here that any efforts to diagnose have 
relied on information that includes details obtained fi-om other mental health professionals 
and indeed opinions expressed by them. Assumptions concerning the methods used by these 
people or their relationship with Alice should not be made, and reliance on this material is 
not as preferable as actually meeting the individual in question to gauge any difficulties or 
presenting concerns from a personal perspective.
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APPENDIX: CASE STUDY FOR PSYCHOPATHOLOGY REPORT
Case Study
Alice Siegal was 22 years old when she reluctantly agreed to interrupt her college education 
in mid semester and admit herself for the eighth time to a psychiatric hospital. Her 
psychologist. Dr Swenson, and her psychiatrist. Dr Smythe, believed that neither 
psychotherapy nor medication was currently effective in helping her control her symptoms 
and that continued outpatient treatment would be too risky. Of most concern was that Alice 
was experiencing brief episodes in which she felt that her body was not real and, terrified, 
would secretly cut herself with a knife in order to feel pain, thereby feeling real. During the 
first part of the admission interview at the hospital, Alice angrily denied that she had done 
anything self-destructive. She did not sustain this anger, however, and was soon in tears as 
she recounted her fears that she would fail her mid term examinations and be expelled from 
college. The admitting psychiatrist noted that, at times, Alice behaved in a flirtatious manner, 
asking inappropriately personal questions such as whether any of the psychiatrist’s girlfriends 
were in the hospital.
Upon arrival at the inpatient psychiatric unit, Alice once again became quite angry. She 
protested loudly, using obscene and abusive language when the nurse-in-charge searched her 
luggage for illegal drugs and sharp objects (a routine procedure with which Alice was well 
acquainted). These impulsive outbursts of anger had become quite characteristic for Alice 
over the past several years. She would often express anger at an intensity level that was out 
of proportion to the situation. When she became this angry, she would actually do or say 
something that she later regretted, such as extreme verbal abuse of a close friend or breaking 
a prized possession. In spite of the negative consequences of these actions and the ensuing 
guilt and regret on Alice’s part, she seemed unable to stop herself from periodically losing 
control of her anger.
That same day, Alice filed a ”3-day notice”, a written statement expressing an intention to 
leave the hospital within 72 hours. Dr Swenson told Alice that if she did not agree to remain 
in the hospital voluntarily, he would initiate legal proceedings for her involuntary 
commitment on the ground that she was a threat to herself. Two days later, Alice retracted 
the 3-Day Notice and her anger seemed to subside.
Over the next two weeks Alice seemed to be getting along rather well. Despite some 
complaints of feeling depressed, she was always very well dressed and groomed, in contrast 
to the more psychotic patients. Except for occasional episodes when she became verbally 
abusive and slammed doors, Alice appeared and acted like a staff member. Indeed, Alice 
began taking on a ’’therapist” role with the other patients, listening intently to their problems 
and suggesting solutions. She would often serve as a spokesperson for the more disgruntled 
patients, expressing their concerns and complaints to the administrators of the treatment unit. 
With the help of her therapist, Alice also wrote a contract stating that she did not feel like 
hurting herself and that she would notify staff members if that situation changed. Given that 
her safety was no longer an issue, she was allowed a number of passes off the unit with other 
patients and friends.
Alice became particularly attached to several staff members and arranged one-to-one talks 
with them as often as possible. Alice used these talks to complain about alleged inadequacies
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and unprofessionalism of other staff members. She would also point out to whomever she 
was talking that he or she was one of the few who knew her well enough to be of any help to 
her. These talks usually ended with flattering compliments from Alice as to how 
understanding and helpful she found that particular staff person. These overtures made it 
difficult for certain of these selected staff members to confront Alice on issues such as 
violations of rules of the treatment unit. For instance, when Alice returned late from a pass 
off grounds, it was often overlooked. If she was confronted, especially by someone with 
whom she felt she had a special relationship, she would feel betrayed and angrily accuse that 
person of being "just like the rest of them".
By the end of the third week of hospitalisation, Alice no longer appeared to be in acute 
distress and discussions were begun concerning her discharge from the hospital. At about this 
time Alice began to drop hints in her therapy sessions with Dr Swenson that she had been 
withholding some kind of secret. Dr Swenson confronted this issue in therapy and 
encouraged her to be more open and direct if there was something about which she was 
especially concerned. Alice then revealed that since her second day in the hospital she had 
been receiving illegal street drugs from two friends who visited her. Besides occasionally 
using the drugs herself, Alice had been giving them to other patients on the unit. This 
situation was quickly brought to the attention of all the other patients on the unit in a meeting 
called by Dr Swenson; during the meeting Alice protested that the other patients had "forced" 
her to bring them drugs and that she actually had no choice in the matter. Dr Swenson 
interpreted this as meaning that Alice had found it intolerable to be rejected by other people 
and was willing to go to any lengths to avoid such rejection.
Soon after this incident came to light Alice experienced another episode of feeling as if she 
were unreal and cut herself a number of times across her wrists with a soda can she had 
broken in half. The cuts were deep enough to draw blood but were not life threatening. In 
contrast to previous incidents, she did not try to keep this hidden and several staff members, 
therefore, concluded that Alice was malingering - that is, exaggerating the severity of her 
problems so that she could remain in the hospital longer. The members of Alice’s treatment 
team then met to decide the best course of action with regard to the dilemma. Not everyone 
agreed that Alice was malingering. Although Alice was undoubtedly self-destructive and 
possibly suicidal and, therefore, in need of further hospitalisation, she had been sabotaging 
the treatment of other patients and could not be trusted to refrain from doing so again. With 
the members of her treatment team split on the question of whether or not Alice should be 
allowed to remain in the hospital, designing a coherent treatment programme would prove 
difficult at best.
Social History
Alice was the older of two daughters bom to a suburban middle-class family. She was two 
years old at the time her sister Jane was bom. Alice's mother and father divorced four years 
later, leaving the children in the custody of the mother. Financial problems were paramount 
at that time, as Alice’s father provided little in the way of subsequent child support. He 
remarried soon afterwards and was generally unavailable to his original family. He never 
remembered the children on birthdays or holidays. When Alice was seven years old her 
mother began working as a waitress in a neighbourhood restaurant. Neighbours would check 
in on Alice and Jane after school, but the children were left largely unattended until their 
mother returned home from work in the evening. Thus, at a very early age Alice was in a
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caretaker role for her younger sister Jane. Over the next few years Alice took on a number of 
household responsibilities that were more appropriate for an adult or much older child (e.g. 
babysitting, regular meal preparation, shopping). Alice voiced no complaints about the 
situation and did not present any behavioural problems at home or in school. Her most 
significant concern was the absence of her father. Had she somehow had something to do 
with the divorce? How much better would her life have been if only her father was with her? 
When Alice was 13 years old, her mother married a man she had been dating for about three 
months. The man, Arthur Siegel, has a 16 year old son named Michael who joined the 
household on a somewhat sporadic basis. Michael had been moving back and forth between 
his mother's and father's houses since their divorce four years earlier. His mother had legal 
custody, but was unable to manage his more abusive and aggressive behaviours, so she 
frequently sent him to live with his father for several weeks or months. Because she still 
entertained the fantasy that her mother and father would remarry, Alice resented the intrusion 
of these new people into her house. Alice was quite upset when her mother changed her and 
her children's last name to Siegel. She also resented the loss of some of her caretaking 
responsibilities, which were now shared with her mother and stepfather.
The first indications of any behavioural or emotional problems with Alice occurred shortly 
after the marriage. She was doing very well academically in the seventh grade when she 
began to skip class. Her grades fell precipitously over the course of a semester and she began 
spending time with peers who were experimenting with alcohol and street drugs. Alice 
became a frequent user of these drugs, even though she experienced some fidghtening 
symptoms after taking them (e.g. vivid visual hallucinations, strong feelings of paranoia). By 
the end of the eighth grade Alice's grades were so poor and her school attendance so erratic 
that it was recommended that she be evaluated by a psychologist and possibly held back for a 
year. The family arranged for such an assessment and Alice was given a fairly extensive 
battery of intelligence, achievement and projective tests. She was found to be extremely 
intelligent, with an IQ of 130 (Wechsler Intelligence Scale for Children - Revised). 
Projective test results (Rorschach, Thematic Apperception Test) were interpreted as 
reflecting a significant degree of underlying anger, which was believed to be contributing to 
Alice's behavioural problems. Of more concern was that Alice gave a number of bizarre and 
confused responses on the projective tests. For example, when people report what they "see" 
in the famous Rorschach ink-blots, it is usually easy for the tester to also share the client's 
perception. Several of Alice's responses, however, just didn't match any discernible features 
of the inkblots. This type of response is usually seen in more serious disorders such as 
schizophrenia. The psychologist, although having no knowledge of Alice's home life, 
suspected that her problems may have been a reflection of her difficulties at home and 
recommended family therapy at a local community mental health centre.
Several months later, Alice and her mother and sister had their first appointment with a social 
worker at the mental health centre. Mr Siegel was distrustful of the prospect of therapy and 
refused to attend, stating "no shrink is going to mess with my head!" In the ensuing therapy 
the social worker first took a detailed family history. She noticed that Alice appeared very 
guarded and was reluctant to share any feelings about or perceptions of the events of her life. 
The next phase of family therapy was more educational in nature, consisting of teaching Mrs 
Siegel more effective methods of discipline and helping Alice to see the importance of 
attending school on a regular basis.
Family therapy ended after three months with only marginal success. Although Mrs Siegel 
had been a highly motivated client and diligently followed the therapist's suggestions, Alice
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had remained a reluctant participant in the therapy and was unwilling to open up. One very 
serious problem Alice had been experiencing had not even been brought to light; she was 
being sexually abused by her older stepbrother Michael. The abuse had started soon after her 
mother's marriage to Mr Siegel. Michael had told Alice that it was important for her to learn 
about sex and, after having sexual intercourse with her, threatened that if she ever told 
anyone he would tell all her friends that she was a "slut". This pattern of abuse continued on 
numerous occasions, whenever Michael was living with his father. Even though Alice found 
these encounters aversive, she felt unable to refuse participation or to let anyone know what 
was occurring. At the time Mr and Mrs Siegel divorced, when Alice was 15 years old, these 
instances of sexual abuse were the extent of Alice's sexual experience. She was left feeling 
depressed and guilty.
When Alice began high school she continued her association with the same peer group she 
had known in junior high. As a group they regularly abused drugs. It was under the influence 
of drugs that Alice began to have her first experiences of feeling unreal and dissociated from 
her surroundings. She felt as though she were ghostlike, that she was transparent and could 
pass through objects or people.
Alice also began a pattern of promiscuous sexual activity within the peer group. As happened 
when she was being abused by her stepbrother, she felt guilty for engaging in sex but unable 
to turn down sexual advances from either men or women. She was particularly vulnerable 
when under the influence of drugs and would, under some circumstances, participate in 
various sadomasochistic sexual activities. For example, Alice was sometimes physically 
abused (e.g. struck in the face with a fist) by her sexual partners while having sex. She didn't 
protest and, after a while, came to expect such violence. On some occasions Alice's sexual 
partners would ask her to inflict some kind of pain on them during sexual activity, for 
example biting during fellatio or digging her nails into her partner's buttocks. Even though 
these activities left Alice with a sense of shame and guilt, she felt unable either to set limits 
on her peers, to leave her particular peer group, or to avoid those whose sexual activities 
were particularly troubling to her.
By the time Alice was 16 years old she found that she rarely, if ever, wanted to spend time 
alone. She was often bored and depressed, particularly if she had no plans for spending time 
with anyone else. One night while cruising in a car with friends, a siren and flashing lights 
appeared. The police stopped the car because it had been stolen by one of her friends. A 
quantity of street drugs was also found in the car. Alice claimed that she had not known that 
the car was stolen. The judge who subsequently heard the case was provided with 
information concerning Alice's recent history at home and school. He was quite concerned 
with what appeared to be a progressive deterioration in Alice's academic and appropriate 
social functioning. Because previous outpatient treatment had failed, he recommended 
inpatient psychiatric treatment as a means of helping her gain some control over her impulses 
and preventing future legal and psychological problems. In some sense Alice was being 
offered a choice between being prosecuted as an accessory to car theft and possession of 
illegal substances or signing into a mental hospital. Reluctantly, she chose the latter.
During the first hospitalisation Alice's emotional experiences seemed to intensify. She 
vacillated between outbursts of anger and feelings of emptiness and depression. She showed 
some vegetative signs of depression such as lack of appetite and insomnia. Antidepressant 
medication was tried for several weeks and found to be ineffective. Alice spent most of her 
time with a male patient in the hospital. To any observer, their relationship would not have
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seemed to have a romantic component. They watched TV together, ate together, and played 
various games that were available on the ward. There was no physical contact or romantic 
talk. Nonetheless Alice idealised the man and had fantasies of marrying him. When he was 
discharged from the hospital and severed the relationship, Alice had her first non-drug- 
induced episode of feeling "unreal" (derealisation) and subsequently cut herself with a 
kitchen knife in order to feel real. She began making suicide threats over the telephone to the 
former patient, saying that if he did not take her back she would kill herself. She was given a 
short trial of antipsychotic medication, which proved ineffective.
During this first hospitalisation Alice started individual psychotherapy, which was continued 
after discharge from the hospital. The therapy was psychodynamically oriented and focused 
on helping Alice to establish a trusting relationship with a stable adult (her therapist). The 
therapist also attempted to help Alice work through the intrapsychic conflicts that had started 
very early in her life. For example, the therapist hypothesised that Alice's mother had been 
critical of Alice's appropriate autonomous behaviour during early childhood. It was believed 
that the mother offered support and comfort to Alice only if Alice behaved in a childish, 
dependent and regressive manner. This was presumed to have led to Alice's fear of being 
abandoned by people who were important to her, should she act in an independent or self- 
assertive manner. One of the therapist's goals was to show Alice that he would still be 
available (i.e. not leave her) when she acted in a mature, adult fashion. It was hoped that this 
would help Alice to feel more secure in her interpersonal relationships.
Despite these therapy sessions Alice continued to exhibit the symptoms that had developed 
over the past several years, including drug abuse, promiscuity, depression, feelings of 
boredom, episodes of intense anger, suicide threats, derealisation and self-mutilation (cutting 
herself). A number of hospitalisations were required when Alice's threats and/or self- 
mutilation became particularly intense or frequent. These were usually precipitated by 
stressful interpersonal events, such as breaking up with a boyfriend or discussing emotionally 
charged issues in psychotherapy (e.g. her past sexual abuse). Most of the hospitalisations 
were relatively brief (two to four weeks) and Alice was able to leave after the precipitating 
crisis had been resolved.
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Is it hot in here, or is it just me? Somatic countertransference and 
the body in psychotherapy
Introduction
Mr. F has difficulty breathing. Despite numerous tests by doctors and specialists, nothing 
physiological was found to be wrong with him. He usually experiences this difficulty when 
talking to people at length, particularly when talking in depth about important or anxiety- 
provoking subjects. Hence, during my discussions with him in our psychotherapy sessions, 
his breathing was noticeably laboured. After a period, I began to realise that my own 
breathing was being affected in the sessions, and so marked was my reaction that I found 
myself short of breath when discussing this patient in supervision.
Therapists can react to their patients in any number of ways that come under what Liegner 
has referred to as the “umbrella term” of countertransference (2003: 8). The majority of 
literature and theory has tended to focus on the emotional aspects of countertransference 
reactions in therapists, yet the physical experience of the therapist can provide the 
opportunity for important insight into the therapeutic relationship. Somatic 
countertransference, with ‘soma’ referring to ‘body’, is the term that has been given 
specifically to this physical or embodied experience of the therapist (Field, 1989). This is a 
topic that has unfortunately been seldom touched upon until recently, despite the extensive 
amount of work on somatisation and psychosomatic models for symptoms in people or 
patients (see Knapp, 1995). In addition to the somatic experience of the patient, the 
therapist’s bodily experience is also an inherent part of the therapeutic process in view of the 
fact that a therapy session is a physical as well as a verbal encounter. Indeed, it would not 
seem possible to have one element of the therapist in the absence of the other. Turp (2002) 
highlights that therapists and patients are ‘embodied’ in the therapy, and it is certainly 
apparent that we bring both our minds and our bodies into the consulting room (Lemma, 
2003). It is worth emphasising that the mind and the body are not necessarily independent 
entities, and Winnicott (1966) has argued against the viewing of the psyche and soma in 
dualistic terms. This is the perspective of the current paper, which sets out to underline the 
significance of somatic countertransference in psychotherapy. The potential processes behind
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this therapeutic phenomenon are explored, particularly that of projective identification and 
containment, and the case examples of Mr. F and Miss L* are discussed to illustrate the role 
of the therapist and patient in this relationship.
Countertransference
The term countertransference in psychotherapy can be seen to incorporate a number of 
meanings or definitions. In effect, it is not solely confined to psychoanalysis or 
psychodynamic therapy in which it has its roots. It has become an idiom that refers to the 
general attitudes and emotional reactions of a range of theoretical practitioners regarding 
their patients or clients in therapy, and can even apply to relationships outside this arena. 
Therefore, before discussing the place of the body in countertransference reactions, it is 
necessary to look at what elements of the therapeutic relationship this concept refers to.
As with the concept of transference, Freud initially viewed countertransference as a 
hindrance to the therapeutic process, consisting of ‘blind spots’ in the analyst that put 
limitations on their work (Sandler et al, 1992). However, whereas with transference he 
eventually saw its benefit as an indispensable analytical tool, he did not draw the same 
conclusion on countertransference. It was Heimann (1950) who first saw the positive 
potential of countertransference as a valuable asset in understanding the patient. She viewed 
the concept as including all the feelings experienced by the therapist towards their patient, 
and argued that these were an indication of a rapport with the patient’s unconscious (Sandler 
et al, 1992). It was the job of the therapist to recognise the surfacing of emotions in the 
presence of their patient and sustain these emotions, rather than enact them, so they could be 
subjected to analysis and become an integral part of the process.
The view that the therapist’s emotions can provide an insight into the patient’s unconscious 
has been elaborated on by others (see Blum & Goodman, 1995); however, the emphasis on 
the emotional response of the therapist limits the scope of countertransference reactions that 
can contribute to this insight. Bateman and Holmes have stated that the current consensus on 
the definition of countertransference includes: “the emotional responses aroused in the
•Pseudonyms have been used to protect confidentiality.
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analyst by specific aspects of the patient” (1995: 116). It is only recently that the definition 
has been extended to include the physical responses of the analyst (Ross, 2000), but this is 
still not widely recognised or written about. The reactions within the therapist’s body can 
form an important part of the countertransference and, similar to emotions, can provide an 
insight into the patient’s unconscious and provide an initial clue to understanding (Field, 
1989). This requires awareness on the part of the therapist:
[B]y tuning into our own bodily states, we become consciously aware of unconscious 
to unconscious communications as they emerge in the somatic aspects of the 
transference-countertransference matrix.
(Turp, 2000:67)
The somatic reactions of the therapist are not essentially independent from the thoughts and 
emotions experienced by them in the presence of their patient, as these aspects can occur in 
connection to each other. Therefore, by extension, the mechanisms through which a patient’s 
unconscious is communicated to the therapist can also apply to somatic countertransference 
as well as to the countertransference involving emotional responses. One such mechanism 
that this paper addresses is that of projective identification, to which the notion of 
containment is closely connected.
Projective identification and containment
The process of projective identification has been argued to be intrinsically linked to the 
phenomenon of countertransference (Segal, 2003). This is due to the belief that some of the 
countertransference feelings experienced by the therapist will have originated in the 
unconscious of the patient and been projected into them. Effectively, these projected feelings 
are ones that the patient cannot bear to feel and so have been evoked in the therapist. The 
concept of projection was originally discussed by Melanie Klein (1946) in reference to 
defence mechanisms in early infancy. It entails the infant in the paranoid-schizoid position 
splitting off the unwanted bad parts of him/herself and getting rid of them by projecting them 
into the mother (Garland, 2001). The mother is then seen as the object that contains these bad 
parts of the self and is identified with them, but good parts of the self are also projected into 
her. It is the way that the mother, as ‘recipient’ of these projections, responds that is of
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importance to healthy development and object relations (Segal, 2003). Through awareness of 
the projections and needs of the infant, the mother can provide recognition and reassurance 
from the loving and caring projected parts, thereby facilitating the infant to overcome the 
need for splitting and projection (Garland, 2001). The role of the therapist is in line with that 
of the mother -  to recognise the projections of the patient, as they experience them in the 
countertransference, and to communicate an appreciation or understanding of their 
unconscious concerns and anxieties.
Wilfred Bion was the first to fully recognise the importance of the role of the mother, and 
therefore the therapist, in projective identification (Garland, 2001). Bion (1962) maintained 
that the early infant needed the mother to experience and understand the state they were in, to 
think about this experience and then return it to them in a bearable form (Ross, 2000). In this 
process, the mother acts as a vessel or ‘container’ for the infant’s anxieties, which are 
successfully contained if she is able to fulfil the role of Winnicott’s (1968) ‘good enough 
mother — someone who is capable of being attuned and responsive to the infant’s experience 
(Garland, 2001).
This theory of containment and the mother’s capacity for ‘reverie’ has been extremely 
influential in psychoanalysis, particularly in reference to the therapist’s countertransference 
responses. Through projective identification, the patient unconsciously communicates their 
inner world to the therapist and evokes similar feelings in them (Turp, 2000). It is the 
therapist’s response to this that is crucial in determining the progress of therapy:
The therapist’s ‘containment’ of a patient includes the ability to experience and
recognise projected emotions so that they can be processed, understood and re-
introjected in a modified form.
(Garland, 2001; 181-182).
With the feelings being returned to the patient in this way, they are then able to endure them 
and move towards greater independence.
Both Ross (2000) and Turp (2000) relate Bion’s container/contained relationship to the 
phenomenon of somatic countertransference. Ross (2000) outlines that the roots of 
somatisation can be found in this early relationship between the mother and the pre-verbal
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infant. The infant’s need for the mother to experience their unbearable feelings and return 
them in a bearable and digested form can also extend to the infant’s physical experiences 
during early development. Turp (2000) links this once again to Winnicott’s concept of the 
good-enough mother, who in this capacity is able to join up her emotional involvement with 
the infant to that of her original physical and physiological role (1970). In psychotherapy, it 
is important for the therapist to provide this function of the joining-up of the emotional and 
the physical, which can be achieved through reflecting on their embodied countertransference 
responses to the patient (Turp, 2000). This reflection provides a valuable opportunity for the 
therapist to convey their experience and understanding of the patient’s situation.
Below are two examples of potential somatic countertransference I have experienced with 
patients in psychotherapy. The first case serves as an example of how it can be overlooked 
and not utilised by the therapist to provide insight into the therapeutic relationship. The 
second case details the benefits of knowledge of these potential processes, and how they can 
be influenced by the therapist.
Miss L
When Miss L came to see me, she was concerned about how she would cope with her new 
job as a teacher. Her main worry was the chance that she might slip into the kind of 
depression she had previously experienced at different points in her life. She described 
herself as lacking in confidence, and one of the things contributing to this was the fact that 
she would sweat a lot when she was nervous. To cope with this, she expressed how she 
would ensure that she never put herself in a situation, social or otherwise, that required much 
physical contact. This included her decision to teach an age group that were too old to be 
likely to want to hold her hand.
When she mentioned this to me, I remember feeling slightly uncomfortable and wanting her 
to move on to the next part of her story. As it turned out, we returned to the topic of Miss L’s 
sweating only once more in our sessions and it was she who reintroduced it, only for me to 
once again continue the discussion with simply a reflection on how frustrating it must be for 
her. Something that I noticed about myself during our sessions, and particularly towards the 
end of sessions, was that I found my hands getting sweaty. I can remember distinctly my
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apprehension that she might want to shake hands as she left, at which point she would be able 
to tell that I had been sweating. This was a reaction that I put down to myself and my own 
nervousness, although with the benefit of hindsight I realise that I didn’t get particularly 
sweaty hands with other patients and that this physical response could have provided some 
insight into our relationship. This could be a potential example of projective identification 
and highlights my somatic countertransference in response to it. Miss L may have wanted me 
to experience her anxiety associated with her sweating, which in turn was accompanied by a 
physical response in me. This can sometimes be the case when psychological difficulties find 
a somatic expression and evoke “a powerfiil response in a sensitive onlooker” (Turp, 2000: 
67).
Some of Miss L’s early infant experiences suggest that projective identification could be her 
way of currently conveying the unconscious anxiety she is experiencing. She didn’t seem to 
get the attention and responsiveness of her mother that could have made her early 
experiences bearable, or that could have facilitated the joining-up of physical symptoms and 
emotions as well as the move towards what Melanie Klein termed the ‘depressive’ position. 
After Miss L was bom, her mother had post-natal depression and did not ‘want’ her, which 
inevitably led to a strained and non-containing relationship between the mother and child. 
Miss L described how she wasn’t wanted or liked as a child and how this continued as she 
grew and developed. Furthermore, it can tentatively be suggested that Miss L may have 
thought her mother’s rejection was due to her inherent ‘badness’ and consequently feared 
that her toxicity would come out and be noticeable to others in her sweating.
It is possible that my physical reactions in the sessions with Miss L provide an example of 
projective identification and the associated somatic countertransference. As this 
countertransference remained unresolved, it was unable to act as a benefit to the therapeutic 
process and Miss L could consequently have not felt that her experience was completely 
understood. I assumed that the sweating was my reaction and the anxiety associated with it 
was my emotion, as can be the situation with projective identification when it is not picked 
up or reflected upon by the recipient (Segal, 2003). Furthermore, Miller (2000) points out 
that there can be a ‘fear of the body’ in psychotherapy that prohibits this type of reflection on 
somatic experiences and their usefulness in exploring the therapeutic relationship.
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Mr. F
As described at the beginning of this paper, Mr. F came to therapy with a breathing difficulty 
that could not be explained in medical terms. He described how his experience of this 
difficulty worsened when discussing things at length or focusing on anxiety-provoking 
topics. As he talked in our sessions, I began to notice that my own breathing was being 
affected. This was accompanied by the feeling that I couldn’t possibly see myself being able 
to figure out what was causing the breathing difficulty in Mr. F. I would often find that I 
hadn’t taken a sufficient breath for a while and I would then have to draw in a lot of air to 
compensate. Initially, this was done in a covert way so that it did not suggest to Mr. F that he 
had in any way caused this reaction, based once again on the assumption that it was my own. 
However, after personal reflection and some discussions of my work with Mr. F in 
supervision, it became apparent that it may not simply be something to do with me.
Without knowing about the details of Mr. F’s early infant experiences, I decided to share 
with him what I was experiencing and to explore with him how he felt about it. The intention 
was to question my bodily response in the presence of Mr. F rather than to attribute it to my 
own situation. I asked whether my experience of feeling I was unable to help him, 
accompanied by my physical reaction, had any relevance for him. He responded by declaring 
that he was at some level apprehensive about whether indeed I would be able to understand 
him because he had never felt understood or supported. It would appear that projective 
identification could therefore potentially go some way to explaining my countertransference 
responses to this patient, both emotional and physical. My somatic experience subsided 
following my reflection on it and sharing it with the patient, and instead of impeding the 
therapy it contributed to its progress. Regardless of the mechanisms involved, it still 
appeared that paying attention to my body and how it reacted in the session provided a 
definite opportunity for insight into my relationship with Mr. F.
However, this case also provides an example of how the therapist as an embodied person can 
contribute to both projective identification and the experience of countertransference. When I 
was five years old, I suffered from pneumonia and bronchiolitis, which greatly restricted my 
breathing and resulted in my being rushed into hospital. The physical memory of finding it 
impossible to breathe has stayed with me, and this memory came to mind when reflecting on 
my somatic response to Mr. F. Lakovics (1983) has pointed out that the life events of the
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therapist can also come under the heading of countertransference phenomena and are not 
always immediately recognised for their effect on therapy. In any case, countertransference is 
dependent on the recipient’s “capacity to feel the feeling” (Segal, 2003), and indeed their 
capacity to experience the bodily symptom. The therapist arrives at the session with their 
own life, their own knowledge, their own health, their own personality and character. This 
embodied person is then the one who interacts with the patient, whether that is in response to 
projective identification at an emotional or physical level.
Conclusion
This paper has aimed at highlighting the importance of therapists’ recognition of the body 
and its role in the countertransference phenomena. As discussed, the concept of somatic 
countertransference is a valuable tool in providing insight into the therapeutic relationship 
and process. Through viewing both therapists and patients as embodied, it becomes clear that 
the unhelpful dualistic separation of psyche and soma represents an impractical view of these 
participants in the therapeutic encounter. In addition to the discussion on somatic 
countertransference, it is worth noting the role of the therapist in this process as providing a 
contrast to the earlier views proposing that they were simply mirror for the patient. The last 
example above helps to illustrate the part of both the patient and the therapist in the 
countertransference phenomena, and particularly how the therapist’s life situation or history 
can effect their contribution to the interaction. Bateman and Holmes (1995) have highlighted 
this view of countertransference as an interactional phenomenon that takes place within the 
bipersonal field. As an inherent facet of the spectrum of countertransference responses, this is 
also the case for the somatic countertransference experience and reactions of the therapist.
31
References
Bateman, A. & Holmes, J. (1995). Introduction to psychoanalysis: Contemporary theory and 
practice. London; Routledge.
Bion, W. (1962). Learning from Experience. New York; Jason Aronson,
1994.
Blum, H. P. & Goodman, W. H. (1995). Countertransference. In B. E. Moore & B. D. Fine 
(Eds), Psychoanalysis: The major concepts (pp. 121-129). London: Yale University Press.
Field, N. (1989). Listening with the body: An exploration in the countertransference. British 
Journal o f Psychotherapy, 5 (4), 512-522.
Garland, A. (2001). Reclaiming the rubbish: A study of projective mechanisms. 
Psychodynamic Counselling, 7 (2), 177-185.
Heimann, P. (1950). On counter-transference. International Journal o f Psycho-Analysis, 31, 
81-84.
Klein, M. (1946). Notes on some schizoid mechanisms. In J. Mitchell (Ed.),
The selected Melanie Klein. Harmondsworth: Penguin, 1986.
Knapp, P. H. (1995). Somatisation. In B. E. Moore & B. D. Fine (Eds), Psychoanalysis: The 
major concepts (pp. 221-228). London: Yale University Press.
Lakovics, M. (1983). Classification of countertransference for utilization in supervision. 
American Journal o f Psychotherapy, 37 (2), 245-257.
Lemma, A. (2003). Introduction to the practice o f psychoanalytic psychotherapy. Chichester: 
John Wiley & Sons.
Liegner, E. (2003). Countertransference: Resistance and therapeutic leverage. Modern 
Psychoanalysis, 28 (l ) , l- \3 .
32
Miller, J. A. (2000). The fear of the body in psychotherapy. Psychodynamic Counselling, 6 
437-449.
Ross, M. (2000). Body talk: Somatic countertransference. Psychodynamic Counselling, 6 (4), 
451-467.
Sandler, J., Dare, C, & Holder, A. (1992). The patient and the analyst (2"*^  ed). London: 
Kamac.
Segal, J. (2003). Your feelings or mine? Projective identification in a context of counselling 
families with multiple sclerosis. Psychodynamic Practice, 9 (2), 153-171.
Turp, M. (2000). Touch, enjoyment and health: In adult life. European Journal o f  
Psychotherapy, Counselling and Health, 3 (1), 61-76.
Turp, M. (2002). Acting, feeling and thinking: Psychoanalytic psychotherapy with Tracey. 
European Journal o f Psychotherapy, Counselling and Health, 5 (2), 103-119.
Winnicott, D. W. (1966). Psychosomatic illness in its positive and negative aspects. 
International Journal o f Psychoanalysis, 47, 510-515.
Winnicott, D.W. (1968). The maturational processes and the facilitating environment. New 
York: International Universities Press.
Winnicott, D.W. (1970). On the basis for self in body. In C. Winnicott, R. Shepherd & M. 
Davis (Eds), Psychoanalytic Explorations. London: Kamac,
1989.
33
CET, eating disorders and the ‘expert trap’
Introduction
One of the difficulties in training to be a counselling psychologist can be the theoretical and 
practical upheaval that is brought about by changes in placement and therapeutic approach. 
Adapting to these changes requires a lot of effort on the part of trainees in their reading and 
reorientation, alongside some close supervision from their course team and contacts on 
placement. Not every theoretical shift is the same. Some provide scope for gradual 
assimilation from the old to the new because the process of therapy can be quite similar 
across different models, regardless of what theoretical preconceptions occupy the therapist’s 
mind (Ablon & Marci, 2004; Howard et al, 1996). This gradual change can give trainees 
more time to find their bearings and develop their theoretical knowledge while adjusting to 
another way of being in therapy. However, other models are associated with the explicit 
application of particular techniques. This forms part of the practitioner’s communication and 
their role in the relationship, and thereby necessitates the learning of such methods prior to 
engaging in therapy. Cognitive-behavioural therapy (CBT) is an example of this type of 
approach that implements tools to help clients negotiate change and is the model of therapy I 
was required to adopt for my most recent placement in an NHS eating disorders service. This 
paper explores the difficulties of making this particular change in theoretical approach with 
reference to the positioning of therapists as experts in relation to their clients. While the 
following discussion is centred on the experience of being a trainee, it also addresses the 
important issue of influence in professional counselling psychology practice that can arise in 
any therapeutic relationship.
Expertise
A potential pitfall in any therapeutic encounter is for the therapist to be set up as the expert 
and the client as the passive recipient of professional advice. In writing about their 
motivational work with addictive behaviours. Miller and Rollnick (1991) have identified this 
as the expert trap into which the therapist can unwittingly fall by presenting themselves as
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the person with the answers to the client’s problems. This is not helpful in eliciting the 
client s participation in the therapeutic process, in spite of any amount of psychotherapeutic 
expertise the therapist may possess. It also runs the risk of overlooking the importance of the 
client and their contributions to the process. However, this is not to say that all beneficial 
therapy is not conducted by those considered to be experts in addressing the concerns of 
clients.
One of the main differences between approaches to therapy in this respect is how the 
expertise is communicated and what form it takes. Some approaches, such as various 
existential and person-centred therapies, are still conducted by practitioners who recognise 
their expertise (van Deurzen, 2002), and can certainly be argued to have goals and an implicit 
influence on the direction of therapy (Me Ateer, 2004). However, the focus of these therapies 
is less likely than the explicit framework and structure of CBT to present the opportunity for 
the therapist to be viewed as the expert in possession of the answers. This is because the 
proficiency of these other practitioners in ‘being with’ their clients is not directly 
communicated through formulations or techniques. Their methods are therefore not as readily 
apparent and accessible to clients, and potential solutions to client’s difficulties are not 
openly offered in these other approaches. Given this contrast, it is understandable why the 
change from working in a less explicitly directive manner to working from a cognitive- 
behavioural perspective can be a challenge to trainees who are faced with the prospect of 
needing to know ‘what to do’ on a practical level in sessions. The more structured and guided 
help proffered by CBT trainees and therapists alike automatically implies a greater 
understanding or knowledge of the client’s concerns and how to resolve them, thus 
presenting the possibility of fulfilling the role as expert. Nonetheless, this does not 
necessarily represent a fundamental disadvantage of CBT. Instead, this paper aims to argue 
that it is the way in which the therapist negotiates their ‘expert’ influence that is of 
importance to the relationship. Furthermore, the explicit nature of this influence actually 
provides CBT practitioners with the opportunity of addressing the power dynamics that 
underlie every therapeutic encounter, through embracing the openness with clients that 
characterises this way of working.
35
CBT for eating disorders
Before discussing the possible ways of addressing the ‘expert trap’ in CBT, it is worth 
considering the issues that can affect this aspect of the therapeutic relationship. As previously 
mentioned, changing from one placement to another during counselling psychology training 
places certain demands on the trainee. One of the initial tasks in beginning a CBT placement 
with eating disorders clients is to become familiar with this particular model’s 
conceptualisations of the different disorders, as well as the therapeutic tools and techniques 
that may be involved in treatment. This provides the background and foundation for the work 
with clients in therapy.
It is worth outlining briefly here the cognitive-behavioural view of bulimia nervosa, one of 
the main eating disorders diagnoses. The work of Fairbum (1981) on the development of a 
cognitive-behavioural model of bulimia has been highlighted as central to the current 
treatment of eating disorders with CBT (Gilbert, 2005). This model outlines the significance 
of weight and body shape in the client’s evaluation of self-worth. Strict dieting is used to 
keep weight below a set point, but the perfectionistic standards are difficult to achieve or 
maintain for an extended period of time. As such, the rigid rules applied to dieting are 
vulnerable to being broken, particularly when the person is experiencing a low mood 
(Shaffan & de Silva, 2005). The breaking of dietary rules is thought to be perceived by the 
individual as a failure and can result in the eating of objectively large amounts of food, 
including ‘forbidden’ foods, before the clock is reset on the attainment of strict goals at the 
beginning of the following day. This excessive food consumption, or binge eating, is 
suggested to moderate negative affect, but is also accompanied by a sense of loss of control 
and leads to feelings of guilt and regret (Shafran & de Silva, 2005). As a compensatory 
measure, the person may then resort to purging themselves of the unwanted food (and the 
potential weight it may cause them to put on) by inducing vomiting. This in turn can lead to 
more bingeing and subsequent vomiting, and the person can become caught in a vicious 
cycle of these behaviours that is influenced by both their thoughts and mood. This is clearly 
represented by the cognitive-behavioural model in Figure 1.
Fairbum’s cognitive-behavioural treatment of bulimia nervosa (CBT-BN) was developed 
from this model and the research associated with it. Such theoretical background is essential 
in understanding the foundation for treatment and in appreciating why certain techniques are
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Negative self-evaluation
Characteristic extreme 
concerns about shape & weight
w Intense and rigid dieting
Perfectionism and 
dichotomous thinking
Perfectionism and 
dichotomous thinking
-► Negative affectBinge eating
Self-induced 
vomiting/laxative misuse
Figure 1 -  Cognitive-behavioural model of the maintenance of bulimia nervosa (Fairbum, 
1997).
applied to address different stages or facets of the bulimia cycle. Knowledge of the treatment 
framework and the ability to communicate it is particularly important when considering that 
clients will often be aware of some basic background to their concerns after being advised by 
the service to familiarise themselves with Fairbum’s (1995) self-help book on Overcoming 
Binge Eating. This highlights the need for trainees shifting to a CBT model to know the 
specific formulations of disorders and associated techniques for addressing them. However, 
if other approaches to therapy also have formulations of clients with eating difficulties 
(Johnson, 1990; Petrucelli & Stuart, 2002), why is CBT any different when considering the 
associated likelihood of falling into the so-called expert trap? One possible reason is that, 
although other therapeutic models may have conceptualised the causes and maintenance of 
the different eating disorders, cognitive-behavioural therapy often involves openly sharing 
these formulations with clients. While having the advantage of demystifying the therapy and 
the disorder for the client, this also places the therapist (or trainee) in the position of one who 
holds the answers to the why’s and how’s of the client’s experience. It is this 
psychoeducational aspect of CBT, and in particular CBT with eating disorders, that sets up 
the therapist as the teacher and brings with it the potential connotations of authority and 
knowing, thus accentuating the therapist’s expertise in relation to the client.
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Psychoeducation
As noted, CBT involves imparting the therapist’s knowledge of potential causal and 
maintaining factors of the client’s concerns. The therapist in this way of working is often 
seen as an educator whose role it is to teach clients to conceptualise their concerns, 
difficulties or disorder in cognitive terms (Gilbert, 2005). This will take place particularly at 
the beginning of therapy to familiarise the client with the model, but will also continue 
throughout the sessions when the need arises to clarify the cognitive-behavioural perspective. 
Essentially, clients learn the general fi-amework of CBT that outlines the relationship 
between behaviours, thoughts and emotions. Depending on their particular presenting 
concerns, various techniques or tools, such as problem-solving skills or monitoring negative 
automatic thoughts, will be taught to clients so that they can begin to apply these methods 
outside of therapy.
There are many parallels between the cognitive-behavioural treatments of different disorders, 
with similar cognitive or behavioural techniques being adapted to individual clients. 
However, there are other psychoeducational elements that apply specifically to working with 
eating disorders clients. The CBT approach involves educating clients in the physical aspects 
of their disorder and the consequences of their eating behaviour (Gilbert, 2005). Practitioners 
working with this client group can be expected to know about the physiological effects of 
abnormal eating, of engaging in compensatory behaviour such as vomiting or laxative 
misuse, and the effects on the body of any change in eating habits. Therefore, the role of the 
therapist in eating disorders services entails a certain amount of nutritional guidance or 
counselling (Kahm, 2001) and particularly with CBT this includes teaching in how to eat 
‘normally’ as a way of replacing the client’s currently unhelpfiil eating behaviour that can be 
detrimental to their health. In some services, there may be a dietician whose function within 
the team is to address the nutritional side of treatment, but this will not always be the case for 
all clients and in these circumstances therapists are required to fulfil this purpose to some 
degree. Therefore, this provides another way in which the position of the CBT practitioner or 
trainee in eating disorders services is moved more toward that of the expert who knows the 
best way forward and the healthiest way to behave. This is not necessarily specific to CBT as 
a therapeutic approach, but does highlight the need to be aware of what is expected of 
therapists and the impact this can have on their relationship with clients. In the case of 
trainees beginning a placement in this area, it is particularly important to attend to the
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changes in what they will be required to communicate to clients and how these changes can 
be adapted to in ways that appreciate the demands of the service, but that also respect the 
needs and autonomy of clients.
The significance of context
The specific nutritional and health education requirements of cognitive-behavioural 
therapists in NHS eating disorders services represents a certain overlap with a more medical 
approach to treatment, simply because the clients’ physical health is at stake and this places 
more responsibility on those treating them psychologically. Indeed, the CBT treatment of 
eating disorders clients often takes place within the medical context of the NHS and clients 
who are referred to these services are usually given a specific diagnosis by a psychiatrist.
The impact of context on therapy has been recognised by several authors, particularly in 
reference to the National Health Service (e.g. Hudson-Allez, 1997; Milton & Coyle, 2003). 
With regard to the therapeutic relationship, the environment within which therapy takes place 
can affect both how the client thinks of the therapist and how the therapist thinks of 
him/herself. This is particularly pertinent in the case of CBT for eating disorders within the 
NHS. The cognitive-behavioural approach to working with bulimia nervosa is the preferred 
psychological treatment recommended for use in the NHS by the National Institute for 
Clinical Excellence (2004). A large body of research focusing on CBT with bulimia has 
demonstrated evidence of its effectiveness, which subsequently led to this recommendation. 
This all lends weight to the image of CBT as the method of choice in assisting those with 
bulimia, and with this comes certain expectations of those practicing it or training in it; the 
therapist is a representative of a scientifically approved method of treatment taking place 
within a medical setting that is based on the aim to cure and meet certain targets. 
Consequently, attention to the positioning and power of the therapist within the relationship 
IS an important consideration in this working context. The stage has been set for either the 
therapist or trainee to assume their role as an expert advocate of the officially endorsed 
method of therapy. Similarly, this may very well be the opinion of the therapist held by the 
client, something that could have an ongoing impact on the therapeutic relationship if left 
unattended to. Szasz (1998) has written extensively on the issue of power in therapy and 
psychiatry, citing the dangers of social control and the subtle power granted to practitioners
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by the frameworks that they operate within. Insufficient recognition of this power and 
influence fails to appreciate the autonomy of the client and diminishes their opportunity to 
inform the therapeutic process. More specific to the current topic, Proctor (2003) also points 
to the assumed scientific objectivity of CBT and how it places emphasis on changing the way 
the client thinks according to normative rules. The success of therapy within an eating 
disorders service is then measured by how much the client has changed and complied with 
these objective rules. Given the setup of services such as this and the importance granted to 
measurable or quantifiable change, there is a pressure on trainees attempting to integrate 
themselves into the system to apply their newly learnt methods in order to meet the 
requirements of their placement context. However, this is not desirable if it seeks to impose 
the theoretical framework of the therapist at the expense of the client’s autonomy.
Despite warning how CBT can encourage the compliance of the client, Proctor (2003) 
acknowledges the importance of the way in which individual therapists put cognitive- 
behavioural theory into practice. The emphasis is on whether the client accepts the cognitive 
rationale for treatment. When the client has asked to take part in this approach to their 
problems and agrees with conceptualising them fi-om a cognitive-behavioural perspective, 
then the working alliance has already been founded on ethical consideration and respect for 
the client in this area.
Collaboration
While this emphasis on client acceptance goes some way towards ensuring their autonomy in 
choosing the framework of therapy, it does not address the previously discussed issues that 
can lead to the therapist acting or being perceived as the expert and thus falling into the 
aforementioned expert trap. The crucial elements of CBT that attend to these issues are that 
of collaboration and openness with clients. Collaboration has been highlighted as an integral 
part of the approach that aims to involve the client in setting the agenda for therapy and 
exploring what they feel is important (Weishaar & Beck, 1986). Through advocating 
collaboration, the therapist can then be more than merely an educator in the formulations of 
disorders or the techniques applied to treat them. Encouraging the client to come up with 
their own alternative thoughts or their own suggestions in tackling problems means they can 
contribute to the process and will be less likely to become the passive recipient of expert
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advice. This should help to establish the therapist not only as a teacher to be listened to, but 
also as one who listens and values the input of the client.
However, as Lowe (1999) points out, the advocating of collaboration does not negate the 
need to address power imbalances in therapy. While collaborating with clients in the setting 
up and development of therapy will convey a togetherness in the process, the openness of 
CBT is also an important part in the therapist’s communication. By being explicit about 
views on formulation and any methods that they are proposing to use, and by constantly 
checking back with the client (Trower, Casey & Dryden, 2004), the therapist aims to give 
them the opportunity to accept or reject the model and to agree or disagree with the approach 
to their problems. Similarly, just as cognitive-behavioural therapists are explicit about their 
techniques, so too can they be explicit about these being suggestions that have worked for 
others, but that they do not have the definitive answers. Thereby, the therapist can assume an 
attitude of curiosity towards the client’s experience and avoid appearing certain of what is the 
right thing to do. This conveys that the therapist, while skilled and possessing potentially 
helpful knowledge, is not the all-knowing expert to be complied with, and therefore the 
importance of the client’s involvement can be reinforced. Subsequently, this provides the 
chance to elicit the participation of the client in the creation and development of their own 
therapy, rather than them being bystanders to the focus of the therapist.
Conclusion
CBT can not solely be represented as a therapist-centred, or expert-driven, approach to 
client-work, any more than existential or person-centred therapies can be (Me Ateer, 2004). 
However, given the medical and diagnostic settings within which CBT is often provided, and 
the explicit techniques and tools available to therapists aiming to practice this way of 
working, it does present the potential for practitioners to succumb to the expert trap. As such, 
this particular facet of the therapeutic relationship is important to be aware of in how it can 
affect the process we are involved in with our clients. Particularly in the case of trainees, the 
change between different theoretical models and placement settings can result in conflicting 
demands and expectations. Appropriate supervision plays an important role in developing 
and monitoring practitioner and trainee awareness, and indeed this has been outlined as a key 
component in the supervision of cognitive and behavioural therapists (Lewis, 2005). With
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adequate attention given to the positioning of the two participants in therapy, it can minimise 
a significant hurdle to both the therapeutic process and to the ethically responsible practice of 
counselling psychology.
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
The therapeutic practice dossier relates to clinical work. It contains descriptions of the three 
placements I undertook during my three years of training, including the client populations, 
the type of work conducted, the set-up of the services and reference to any other placement 
activities. This section also contains my Final Clinical Paper in which I describe my journey 
throughout the course in terms of professional development, personal growth and the 
evolution of my therapeutic approach.
Where clients are discussed, pseudonyms are used and information has been either changed 
or omitted to preserve confidentiality and anonymity.
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Description of placements
Placement 1
My first placement was in a GP surgery that formed part of a primary health care trust in the 
NHS. The service in this particular primary care trust operated through what is sometimes 
referred to as a ‘hub and spokes’ system, whereby it is compared to the structure of a bike 
wheel -  there are larger GP surgeries in the trust that take most of the work and the referrals 
from smaller GP surgeries around them. I was working in one of these smaller surgeries with 
one other therapist (my supervisor), and together we formed the counselling team for that 
particular area of the city. The rest of the staff at the surgery consisted of medical doctors, 
practice nurses, administrative personnel and some medical trainees.
Clients using the counselling service came from a variety of socio-economic, educational and 
ethnic backgrounds. They were referred to the counselling service by their general 
practitioner if they were either advised by the doctor to try counselling or if they specifically 
requested to be considered for the service. In either case, their names were added to a waiting 
list until a counsellor was available to see them, at which time they were contacted by 
telephone to arrange the first meeting. Therapy sessions were held in a doctor’s room within 
the surgery. 1 worked with clients on a one-to-one basis within an 8 session model oriented 
towards an existential approach to therapy, with the opportunity to extend the work 
depending on consultation with the client and my supervisor. The clients that I met with 
presented with a range of ‘mild to moderate mental health difficulties’, as defined by the 
trust, and these included relationship difficulties, anxiety and depression. Supervision 
involved my presentation of client cases to my supervisor and discussion about how my work 
was progressing, my reactions to particular clients and my understanding of an existential 
way of relating. Process reports and client studies were written for the course on work with 
particular clients during this placement, and in the following placements, to assess my 
therapeutic practice. Appropriate steps were taken to ensure confidentiality and anonymity. 
Supervisor evaluation reports were also conducted and submitted to the course team to 
monitor development, and log books were kept by me for all placements, detailing the 
content of my work experience with all clients.
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Placement 2
This placement was based in a cancer hospital operating as an independent NHS Trust. All 
patient work was conducted by the psychological medicine department, which consisted of a 
Psychiatrist, Clinical Nurse Specialists (CNS’s) in Psychological Care, Clinical 
Psychologists specialising in either adult or child care, and administrative staff. The members 
of the team practiced from different theoretical perspectives, including person-centred, 
cognitive-behavioural, psychodynamic and systemic. Referrals to the department came from 
staff on the wards, from rehabilitation services, or from cancer patients themselves.
1 offered patients 8 sessions initially and reviewed the work with them as it progressed, with 
the eventual duration of therapy depending on the individual. I met with some patients 
individually and others as part of a couple with their spouse/partner. The patients I saw came 
from a predominantly White British background with a range of socio-economic positions 
and presented with a variety of problems, some in response to their cancer diagnosis, others 
not. 1 also saw relatives of patients individually, and this was usually limited to three 
sessions. Therapy was conducted in the rooms of the department and on various medical 
wards, which presented some interesting challenges to my therapeutic work. I worked mainly 
from a psychodynamic perspective with patients, although my supervisor was also open to 
other ways of working and as such my therapeutic approach was not limited to a particular 
orthodox stance.
During this placement, I received individual supervision in which clients were presented and 
my relationship with them was explored. I attended case meetings in which team members 
met to explore client-related issues or difficulties, unit meetings where more policy-related 
issues were discussed, and multidisciplinary team meetings on a hospital ward. Departmental 
seminars were held where psychology team members gave presentations on patients or a 
topic of their choosing. 1 presented my research on directiveness in existential therapy at one 
of these seminars, leading to a discussion on therapist influence in cancer care. I was also 
given the opportunity to attend a three-day conference in Adjuvant Psychological Therapy 
(APT). This type of therapy is essentially CBT adapted to the care of cancer patients. 
Therefore, the conference covered the principles of CBT and how they can be applied to 
cancer care. It took the form of lectures, group discussions and role-plays.
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Placement 3
My final placement was with a specialist eating disorders service in the NHS. The team was 
comprised of two Psychiatrists, two Psychodynamic Counsellors, two Dieticians, a 
Consultant Clinical Psychologist, an A-Grade Clinical Psychologist and administrative staff. 
Referrals to this service came from local Primary Care Mental Health Teams (PCMHTs) if 
the client was assessed and thought to have difficulties related to their eating. The clients 
were then assessed by members of the eating disorders team to determine if they were 
experiencing an eating disorder as defined by the DSM-IV. If their difficulties were seen to 
be moderate to severe, they were offered treatment with either the counsellors in the service 
or the psychology team. I was working as part of the psychology team, and was training 
within a mainly cognitive-behavioural approach to the clients’ problems, although there 
remained some flexibility in integrating other therapeutic perspectives.
Clients came from a predominantly White British background and a range of socio-economic 
positions. The presenting problems covered a mixture of eating disorders including anorexia, 
bulimia, binge eating disorder and variations in-between, and these were often present 
alongside other difficulties such as depression or anxiety. Clients were initially offered 12 
sessions with a review towards the end to see how both they and I felt about how our work 
was progressing. Depending on whether it was viewed as beneficial for clients, therapy was 
extended. Liaison with other mental health professionals in the trust was also often required 
in co-ordinating clients’ care. Supervision was provided in the form of discussions on client 
presentations, formulating from a CBT perspective, and exploring how CBT can work 
alongside other models of therapy, particularly with this client group.
As well as individual sessions, I acted as a co-therapist in running a CBT eating disorders 
group for 12 weeks. This group consisted of mainly bulimic clients and although it began 
with a specific plan, this was adapted in accordance with clients’ needs as the work 
progressed. I was given the opportunity to attend a one-day training in Motivation 
Enhancement Therapy (MET) that supplemented my growing skills base with this client 
group. 1 also attended weekly client allocation meetings, monthly team meetings and some 
case presentations with my eating disorders service colleagues, as well as psychology 
departmental meetings to discuss the ongoing changes in the trust.
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Final Clinical Paper
Training to be a counselling psychologist: Professional development, 
personal growth and the evolution of a therapeutic approach
Introduction
The idea of training to be a counselling psychologist naturally carries with it the suggestion 
of reaching a designated position or goal by obtaining a profession at the end of the training 
period. Yet, being a qualified counselling psychologist is not necessarily a fixed role or thing. 
To be a counselling psychologist is to be continuously developing, to represent future 
potential, to remain open to numerous sources of personal and professional influence. So it is 
a strange experience to be in training for something that is essentially a moving target. 
Counselling psychology is certainly a distinct vocation, but its openness to a multitude of 
therapeutic and psychological disciplines renders it difficult to determine what sort of 
counselling psychologist will be produced at the outcome of training. What does it mean to 
me to be a counselling psychologist? What will I become? This paper explores my 
experiences throughout training that continue to contribute to my development in the first 
stage of what will be a lifelong professional journey.
Science fiction and counselling psychology
This may sound like somewhat of a strange title. However, it is through an interest in science 
fiction that I eventually came to the profession of counselling psychology. For some, science 
fiction may conjure up images of space flight and aliens, but these are not necessarily the 
elements of the genre to which I am referring. The writings of Philip K. Dick during the 
1960s and 70s represented a more classical and speculative science fiction (Dick, 1974), and 
were part of a field of literature that explored alternative views of reality. His work tackled 
many philosophical questions through this medium, not least of which were the fundamental 
existential issues of how we view reality and what it is to be human. These topics challenged 
me greatly as a teenager in my perceptions of the world around me and continued with me
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through my undergraduate psychology education, leading to a particular outlook of curiosity 
and openness to multiple views of reality and human experience. I found a home for these 
interests in the field of counselling psychology that, as I saw it, offered the opportunity to 
apply psychology in the service of others with an emphasis on attempting to understand 
subjective experience as opposed to the restriction of an objectively scientific view of the 
world.
The stories and themes within Dick’s science fiction consistently question whether it is 
possible, or even desirable, to objectify and categorise human experience. The term ‘science 
fiction’ becomes more interesting when we consider that science ‘fact’ is becoming 
increasingly questionable as the basis of an approach to the decidedly human and subjective 
realms of psychological practice and research (Strawbridge & Woolfe, 2003). This 
questioning and sceptical attitude is an inherent part of counselling psychology in resisting 
any meta-narratives, such as that of natural positivist science, and in avoiding the advocating 
of any particular therapeutic model. It is this attitude and respect for diversity that drew me to 
counselling psychology and the prospect of becoming a counselling psychologist. But the 
question still remains as to what a counselling psychologist actually is, given the diversity 
that characterises the profession. In the spirit of counselling psychology, I can only answer 
this by exploring what it means to me to be a counselling psychologist, and that must begin 
with what it means to be a human being.
As I have previously outlined, in his science fiction Philip K. Dick focused on the 
fundamental question of what it is to be human. He repeatedly attacked assumptions on what 
made us human. For Dick, to be human was to be full of possibilities, ambiguity, and 
uncertainty. He was obviously not the first person to raise this issue, but it was nonetheless 
his work that prompted me to explore the topic for myself. Consequently, this led me to 
existentialism and existential-phenomenological therapy once I had joined the course at 
Surrey. The work of Spinelli (1989) and van Deurzen (2002) provided an avenue into the 
writings and themes expounded by Martin Heidegger. Heidegger saw human being as 
‘dasein’ or being-in-the-world, which is constantly in relation to others and which is in itself 
the possibility of various ways of being (Inwood, 1997). He related this to the construct of 
time in that the human being or dasein is never fully complete at any instant -  there is always 
future potential (van Deurzen & Kenward, 2005). These elements of being can also be 
applied to the concept of a counselling psychologist. It is in keeping with the humanistic and
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phenomenological values underpinning counselling psychology to picture a counselling 
psychologist as an interrelational being that does not exist independent of others. The 
counselling psychologist will always represent future potential with an openness to influence 
from others in the personal, practice and research arenas. This is how I see myself as a 
trainee and as such this paper represents a snapshot of me as I write it. Needless to say, my 
development as a counselling psychologist will continue beyond its completion.
Approach to therapy
During the course, my approach to therapy has been influenced by my personal life, my 
contact with clients and my exposure to a variety of theories and professionals. In light of 
these influences, it is difficult to encapsulate the way I work under the potentially misleading 
title of ‘an approach’. At different stages of my training, different ways of working have 
interested me, and so the evolution of my style of therapy is perhaps best described in 
relation to the journey through my 3 years of experience on the course, which is presented 
later. However, despite my reluctance to attach myself to one form of therapy, there are still 
some common threads that run throughout my work with all clients.
The influence of existential theory is evident in my discussion above regarding what it means 
to be human. My interest in such themes continues to impact on my work with clients as I 
maintain a personal sense of wonder about the possibilities inherent in human existence and 
the challenges that can be faced. It is for this reason that I have found the phenomenological 
approach to therapy to be the most applicable to me and to what I find important. This way of 
working has three main principles that guide the therapist as they join the client,in exploring 
their concerns. These principles include the attempt to bracket the assumptions of the 
therapist in as far as is possible, to focus on describing the ‘what’ and ‘how’ of the client’s 
current difficulties and to avoid prioritising any experiences over others (Spinelli, 2005). 
However, I feel it would be limiting my therapeutic experience and what I am able to offer 
clients if I solely subscribed to phenomenological therapy. Therefore, I see this methodology 
as a “home base” (Hollanders, 2003, p. 292), from which I can also explore and engage with 
other approaches to therapy, providing that these main phenomenological principles are at 
the root of my interactions with clients.
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To reiterate, in my work with clients the different theoretical influences are held together by 
a phenomenological outlook. By extension this includes recognition of the importance of the 
relationship in therapy. Indeed, a substantial body of research suggests that therapeutic 
success relies largely on the quality of this relationship (Strawbridge & Woolfe, 2003; 
Cooper, 2004). I believe that at a fundamental level the therapeutic relationship is best served 
by conveying warmth and empathy while maintaining a respect for the client’s (and the 
therapist’s) subjective experience of life and whatever difficulties they may be encountering 
in it. Therefore, a phenomenological foundation is essential in co-constructing a respectful 
relationship that demonstrates this valuing of the subjective, which is of course a primary 
focus within counselling psychology. I also feel there is room for my intuitive experience of 
what is happening in the relationship, which will be informed by personal experience, and 
also by receptiveness to the transpersonal element of every interaction. Furthermore, I have 
valued the work of Buber (1923) and his notion of an I-Thou relationship, which highlights 
the importance of fully engaging with clients while remaining open to their otherness and to 
the spirit of the encounter with them. Through my appreciation of this, the interventions I 
make with clients or the theories I draw on will always be in reference to their potential 
effects on a supportive and empathie relationship.
As stated above, in order to explore the evolution of my theoretical and therapeutic outlook, 
it is helpful to consider the experiences and theories that have influenced this process 
throughout the different stages of my training.
A trilogy of experience
I feel that the journey I have undergone in my training can be conceptualised in terms of a 
trilogy. Just as in literature or film, this trilogy has three parts that together make up a larger 
story, but they are also significant pieces in their own right. Hopefully, the structure below 
will help to convey the story of my journey in counselling psychology so far.
Part I
This is naturally the opening act of the trilogy, full of introductions to new characters, 
original experiences and a definite sense of excitement about what the journey will hold in 
store. I began by meeting class mates and course team members, some who would
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accompany me for the duration of the journey, others who would not. The initial stages of 
this experience were interesting as I became more familiar with a new way of learning, but 
the ethos of curiosity and openness on the course seemed to suit how I viewed the world. 
There are often hurdles to be overcome in the journey and my main experience of this in the 
first year of training was the delay of the commencement of my placement. While this left 
me time to read and prepare myself, it also left me fiustrated and slightly disillusioned about 
whether I should continue along my current path. It was difficult for me to connect my 
reading to any lived experience because I had not yet spent any time with clients. However, 
once my placement began, I was able to begin applying what I had learnt up until that point.
In my first placement I was based at a doctor’s surgery as part of a primary care service. I 
met with clients for 8 sessions after they had been referred by their doctor. I was the only 
psychology trainee in the practice and the only other psychological professional onsite was 
my supervisor. It was isolating at times without any sort of team involvement, but I did not 
find this particularly difficult and accepted it as my first experience of a professional 
therapeutic work setting. On reflection, it also provided space for me to work without ever 
really feeling an encroachment of the medical model within which the context was situated. 
This was beneficial when it came to applying the particular approach to therapy that had 
attracted me most during the prelude to my placement, that is, an existential- 
phenomenological way of working. I felt it was in keeping with my own worldview to adhere 
to the tenets of this approach in exploring clients’ subjective experiences and how they 
interpret reality, rather than ‘typologizing’ them on the basis of, for example, categories of 
disorder (Spinelli, 2003). However, this was also a difficult approach to begin with because 
as a new trainee I craved a ‘handle’ in the form of some discernable tool or technique that 
would allow me to ‘do’ something. This difficulty and my learning from it are demonstrated 
in my relationship with a client whom I shall refer to as Mrs. D.
Mrs. D was a 44-year-old White British-South African woman who presented with 
depression, anxiety attacks and what she referred to as ‘checking behaviours’. In working 
with her, I attempted to adhere to the three main principles of phenomenological therapy to 
facilitate our exploration of her experience of being-in-the-world (Spinelli, 2005). However, 
one of my main difficulties in working with Mrs. D lay in the fact that she had presented with 
‘checking behaviours’, which could have been conceptualised in terms of an Obsessive 
Compulsive Disorder. This, combined with her other presenting concerns, led me to feel that 
I should have been doing something to her, rather than just being with her. This was an
54
assumption on my part about what would be the more helpfiil of the two and seemed to be 
linked to the more ‘rational’ level I sometimes found it easier to operate on because it 
avoided the ‘messier’ emotions that could not so readily be quantified. With the help of 
supervision, I explored my anxiety around this need to be ‘doing’ something or actively 
‘helping’ and indeed my initial assumptions of what might help a client were revealed and 
challenged.
I valued the input from my supervisor a great deal, as she provided an environment in which 
I felt accepted and was able to freely express my feelings about my experience of starting to 
see clients. At the same time, she also challenged my assumptions about therapy and 
relationships, which I relished, and which I feel she was able to do because of the supportive 
and respectful atmosphere she had fostered in supervision. I also considered myself to be 
quite lucky as she was a Registered Existential Psychotherapist, which matched my initial 
theoretical interests on the course.
Approaching the end of Part I of this journey, I felt that I was starting to get some impression 
of what was expected of me and finally felt a sense of direction in my training. As with some 
opening stages in trilogies, this part was also quite self-contained as a story and had a defined 
ending point in the form of the viva. This ending was a difficult time as it resulted in the loss 
of two members of our cohort. I felt a sense of uncertainty in that it was hard to distinguish 
why these particular members had failed to make it through. This had a clear effect on the 
sense of security in the class, but nonetheless we continued into the second year of training.
Part II
In the second part of a trilogy the story continues, but now there exists more background to 
the developments that follow. Relationships have been made and skills have been learnt that 
will all be tested as the journey progresses. New elements are added to make it more 
engaging, new characters are introduced and new challenges arise that need to be overcome. 
A significant challenge for me in this stage was the shift between theoretical models in both 
placement and as the main focus of teaching on the course. The psychodynamic approach 
(although this broad term does not fairly capture the diversity within this field) represented to 
me the reduction of the human condition to unconscious drives. This reductionism did not 
appeal to my worldview or my thoughts on being human. However, I attempted to engage 
with this paradigm to discover how it worked in practice and to explore my reactions to it.
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In my second placement I worked in a cancer hospital meeting with cancer patients and 
sometimes their relatives. My experience on this placement was immediately contrasted with 
my first context because I was now part of a multidisciplinary team whose members 
approached therapy from a variety of theoretical backgrounds. This was extremely valuable 
to me as I was constantly exposed to different points of view on patients’ problems. As such,
I did not feel that I was part of a department that espoused one dominant model of therapy, 
although it was still contained within a distinctly medical context. Through her flexibility, 
my supervisor helped me to adapt to this context and the pressures associated with it 
regarding the ‘curing’ of problems. It seemed as though this flexibility was a necessary trait 
for a therapist working in such a setting, given the physical condition of some patients and 
the prioritising of their medical cancer treatment. It was not always possible to maintain the 
boundaries of the therapeutic relationship due to treatment schedules, and the control of the 
therapeutic frame was often lost due to seeing some patients on the ward. This was an 
anxiety-provoking experience for me at first because seeing a patient in their hospital bed is 
very different from sitting in the chair you usually sit in, in an office that has an ‘engaged’ 
sign on the door. Sometimes patients would be in a room by themselves and so therapy could 
be conducted in private, although the impact of the setting was certainly something I kept in 
mind and explored when appropriate. At other times, the patient would be in a bay with 3 
other patient beds in close proximity. This situation came with different considerations for 
confidentiality, containment and ethical practice. It required me to adapt my approach to 
therapy that would ensure the safety of both my client and myself which often meant a more 
supportive from of counselling and judgements on whether to follow certain avenues of 
exploration.
Consequently, the setting of this placement did not facilitate a strict orthodox approach to 
psychodynamic work and this was certainly not the model presented to me by my supervisor. 
I feel this enabled me to absorb various elements of psychodynamic theory that I found 
interesting and valuable, which I may not have been able to if they were communicated to me 
dogmatically in terms of the ‘right’ and ‘wrong’ things to do. My supervisor was trained in 
both the Jungian and Kleinian traditions of psychotherapy, and it was the Jungian attitude of 
openness to varying influences that appealed to me and seemed to fit with my view of 
counselling psychology. In particular, Jung’s criticism of a natural science approach to 
psychology was refreshing:
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The more the critical reason dominates, the more impoverished life becomes; but the 
more myth we are capable of making conscious, the more life we integrate. 
Overvalued reason has this in common with political absolutism: under its 
domination the individual is pauperised (1963, p. 280).
Provided this flexible attitude could be taken to psychodynamic theory in general, it did not 
feel incommensurable with a phenomenological approach to therapy that valued individual 
perception and experience. Furthermore, I found it to be another insight into the therapeutic 
relationship, which I have stated is the main focus of my work with clients. With this 
outlook, I was able to appreciate the possibility of an unconscious and the potential 
therapeutic usefulness of concepts such as transference and countertransference (Bateman & 
Holmes, 1995), projection and projective identification (Klein, 1946), and the importance of 
the body (Field, 1989; Ross, 2000). Some of these concepts can be illustrated in my work 
with a client I will refer to as Mrs. N.
Mrs. N was a 47-year-old White British breast cancer patient referred to therapy by a nurse 
who suggested it may be helpful to explore her feelings surrounding her brother’s death from 
cancer 15 years ago. In my relationship with Mrs. N, I attempted to provide what Winnicott 
(1968) termed a ‘holding’ environment in which she could feel able to express herself. I see a 
certain amount of overlap here with the process of phenomenological or humanistic 
therapies. Although the theorising behind these approaches is different, the way in which I 
attempted to provide a holding environment was to empathise with my client and convey a 
respect for her and an attitude of interest in her concerns. These are attributes a ‘good 
enough’ mother would possess for her child, but they are also the aims of a 
phenomenological approach. Nonetheless, I found Winnicotfs (1968) approach to the 
therapeutic relationship to be useful when working with Mrs. N, as was Bion’s (1962) notion 
of containment in which the therapist acts as the container for the client’s anxieties by being 
attuned and responsive to their experience. It is in doing this that I was able to experience the 
unconscious communications of Mrs. N through projective identification, and to recognise 
her projected emotions that could then be fed back to her in a modified form (Garland, 2001). 
This was particularly the case when it came to Mrs. N’s discussion of her brother’s death and 
the feelings of helplessness that this evoked in me, accompanied by guilt for not being a good 
enough therapist. Supervision helped me to consider whether these countertransference 
reactions were actually the overwhelming feelings of helplessness and guilt surrounding Mrs.
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N’s brother’s death that she was unconsciously splitting off and projecting into me because 
they were unmanageable or unbearable. I could then communicate these feelings back to 
Mrs. N in a tentative manner that I feel aided in her exploration of the difficulties she 
experienced regarding her brother.
Such experiences in my second placement and the attitude of my supervisor facilitated my 
acceptance of psychodynamic theory as having the potential to inform my approach to 
counselling psychology and the therapeutic relationship. However, despite the feeling that I 
had adapted to the changes and challenges that arose in Part II, there still remained a sense of 
feeling a bit lost in the middle of the journey. Where did I now feel I was going with my 
work? The sense of direction that had been gained from the momentum of Year 1 was now 
less clear. Perhaps this was because I was questioning whether I had made the right choices 
regarding research. It could also have been contributed to by losing another two members of 
the cohort along the way due to life circumstances that can not always be predicted. Perhaps I 
was not as sure about what I had chosen to focus on in my reading in the past or what I 
wanted to focus on in the near future. As with Part II of a trilogy, this left the ending of the 
second phase of the story quite open with the suggestion of more to follow, but there was the 
sense that anything could happen.
Part III
The final part of the trilogy usually contains a few surprises. Unexpected and radically 
different events or twists are introduced that serve to throw the traveller off course. New 
plots and information cast the previous stages of the journey into question. Indeed, at some 
points it is not clear whether the journey can actually be completed. These elements can 
certainly be applied to the beginning of Year 3, starting with another change of therapeutic 
model to be practiced in placement.
Similarly to the psychodynamic approach, I found myself resistant to cognitive behavioural 
therapy because it served to reduce human experience, this time into the three main 
categories of thought, behaviour and emotion. Despite these theoretical issues, it was the 
practical application of CBT that initially posed the biggest problem for me. Not every shift 
between theoretical approaches and placements is the same. Some provide scope for gradual 
assimilation from the old to the new because the process of therapy can be quite similar
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across different models, regardless of what theoretical preconceptions occupy the therapist’s 
mind (Ablon & Marci, 2004; Howard et al, 1996). Such a gradual change can give trainees 
more time to find their bearings and develop their theoretical knowledge while adjusting to 
another way of being in therapy. However, other models are associated with the explicit 
application of particular techniques, which necessitates the learning of such methods prior to 
engaging in therapy. CBT is an example of this type of approach and is the model of therapy 
I was required to adopt for my most recent placement in an NHS eating disorders service. My 
struggles with the application of CBT can be seen in my relationship with Mrs. H.
Mrs. H was a 48-year-old White British woman presenting with atypical bulimic symptoms. I 
worked with her from a cognitive behavioural perspective to address her eating behaviour, 
which was in keeping with the NICE (2004) guidelines that recommend CBT as the preferred 
psychological treatment with bulimic type eating disorders. In particular, the CBT approach 
to bulimia that informed the work I conducted with Mrs. H was based on the research of 
Fairbum (1981; 1995). While psychological or therapeutic research had influenced my work 
in the first two placements, research and evidence-based practice were certainly more 
integral features of this final placement context. I found this useftil when familiarising myself 
with the difficulties that can be faced with bulimia and some of the techniques that might be 
helpful in addressing it. This did not mean a passive acceptance of this research or the 
‘evidence’ it produced. In my role as a ‘scientist practitioner’, I am required to be both the 
user and producer of therapeutic research, but there is also the need for a critical and 
reflective approach when assessing this research. As noted earlier, the move in counselling 
psychology towards more subjective and phenomenological qualitative enquiry highlights the 
limitations of a technical or natural science focus in studying the complex features of 
individual human experience (Strawbridge & Woolfe, 2003). I was aware of the objective 
nature of some of the work on eating disorders in attempting to classify this particular area of 
human experience and create a general approach to its treatment. Accordingly, I attempted to 
remain critical of its applicability to individual clients.
However, it was sometimes hard to keep sight of this scepticism when I was having difficulty 
applying the cognitive-behavioural techniques in treating Mrs. H. I was left feeling 
significantly deskilled because there didn’t seem to be as much room in the process of 
therapy for the relational element that I felt was so important. In addition, the placement was 
once again based in a medical context, and there was the added factor that clients came to the
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service having already been labelled with a psychiatric diagnosis. Moreover, the specific 
nutritional and health education requirements of therapists in NHS eating disorders services 
represents a certain overlap with a more medical approach to treatment, simply because the 
clients’ physical health is at stake and this places more responsibility on those treating them 
psychologically. Consequently, it was difficult to avoid the professional pressures associated 
with ‘treating’ someone who had a specific disorder and the outcomes that might be expected 
from the person administering treatment. At times, I found myself getting increasingly 
absorbed by the prevailing medical model within which my placement service operated and 
felt as though I was failing because the scientifically based treatment method that I was using 
was not always easy for me to stick to, nor was it having consistent effects with Mrs. H. I felt 
I was working in a way that was limited and that did not allow for the mystery of what it 
means to be a human being and to face problems that don’t always readily lend themselves to 
categorisation. I felt restricted by this and became quite frustrated with myself once again for 
not being a ‘good’ therapist.
It was in supervision with both my placement supervisor and with my group at university that 
I began to realise how I had been approaching my work in this placement, and that I had in 
fact not seen much room for movement within the cognitive-behavioural way of working. As 
in the final stage of a trilogy, challenges are often overcome by revisiting old themes from a 
new perspective to inform further progress. I once again revisited my phenomenological and 
relational roots to address the imbalance that I perceived in my client work. As with other 
approaches to therapy, I discovered that it was the flexibility towards a cognitive behavioural 
approach to problems that made the difference for me in whether I could assimilate it into my 
own. I continued in my work with Mrs. H and applied the suggested CBT techniques, but 
monitored their impact on our relationship and attempted to ensure I was supportive and 
respectful of her subjective experience.
Significant others
Throughout this trilogy, my progress has been affected by encounters with a number of 
people. Aside from the impact of clients and placement co-workers, my relationships on the 
course have been beneficial in ensuring my story has continued. Conversations and group 
supervision with classmates have exposed me to a variety of worldviews and theoretical
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opinions, as well as a constant source of support. This type of influence on my development 
can also be said of course team members. Personal therapy has proved invaluable as a forum 
in which to explore my experience of training, as well as any concerns I had outside of the 
course. Being a client was also quite helpful in demonstrating to me what the experience 
could be like on that side of the relationship and in informing my approach to working with 
my own clients based on the acceptance I valued from my therapist.
Under this heading I can also consider the impact of God on my training and client work. 
While this is something that I am still trying to clarify for myself, I feel that my religious 
upbringing by parents from the different doctrines of Roman Catholicism and the Church of 
Ireland has certainly influenced me. I don’t necessarily subscribe solely to either religion, but 
I do maintain a belief in God as a ground to reality. At this stage of my development, this 
belief does not dominate my therapeutic practice, but my relationship with God does provide 
support and guidance for me. It also means that I am open to other’s religious or spiritual 
experience, and to the significance it can have for them and the meaning they attribute to 
their lives.
Growth
Though I am approaching the end of the final part in the trilogy, it remains uncertain what the 
journey ahead will hold in store and what the final outcome will be. I predict this will be the 
type of trilogy that is not neatly concluded and conveniently wrapped up. The end of this 
story is not about a final theoretical perspective, nor a definitive approach to therapy. It is 
about seeking potential in different ways of working, learning from lived experience with 
clients, challenging personal reactions to various models, and providing the opportunity for 
growth by exposure to competing theories, contrasting contexts and people with polarising 
points of view. An important part of reflecting on this journey has been the writing of this 
clinical paper. My hope is that it has captured my growth as a counselling psychologist so 
far.
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INTRODUCTION TO THE RESEARCH DOSSIER
The research dossier contains three papers. The first of these is a literature review examining 
the concept of directiveness within an existential phenomenological approach to counselling 
psychology practice. The second paper is a piece of research using Interpretative 
Phenomenological Analysis to explore this concept and experience of directiveness with 
existential therapists. The final piece of research explores the process of directiveness and 
influence within cognitive-behavioural therapy.
Where participants are discussed, pseudonyms are used and information has been either 
changed or omitted to preserve confidentiality and anonymity.
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To be or not to be? Exploring directiveness in an existential- 
phenomenological approach to counselling psychology practice
Donal McAteer
ABSTRACT
It is a common occurrence to hear different types of therapy being referred to as either 
directive or non-directive; however, what these terms say about the therapy is perhaps not so 
clear. Existential-phenomenological therapy is often portrayed as a non-directive approach, 
and so this paper explores what place this term has in describing this particular way of 
working with clients. The contrast implied between existential work and that of other models 
in terms of directiveness is examined and questioned. The need to recognise the impact of 
therapeutic frameworks is discussed, as is the influence of the therapist in directing change 
and the therapeutic dialogue. The relevance of this exploration for counselling psychology 
and other therapeutic approaches is reflected on.
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INTRODUCTION
Within the various frameworks that can inform counselling psychology practice, the concept 
of directiveness has important implications for the therapeutic process. A therapist’s 
theoretical orientation and their views on this concept will help determine the extent to which 
they see themselves directing their work with clients. Some approaches may be considered to 
be more directive in their influence on the process, whereas others will specifically aim to be 
less directive or ‘non-directive’ based on their philosophical underpinnings. The contrast 
between the approaches that fall on either side of this divide seems, to some extent, to refer 
to what is beneficial, or right and wrong, for clients in therapy. For example, on a theoretical 
basis, person-centred therapy, formerly termed non-directive therapy (Raskin, 1948), finds 
itself in disagreement with an approach such as cognitive behavioural therapy in that the 
former aspires to avoid directing clients in any particular way (Rogers, 1946). The apparent 
difference in views on directiveness seems to mean that such theories offer confusing and 
contrasting input into counselling psychology practice. However, the concept of directiveness 
appears to be an uncertain one warranting fiirther attention and raises some questions that this 
paper aims to address.
While it has been noted that a number of frameworks can be adopted in counselling 
psychology, this review focuses on the existential-phenomenological approach. Perhaps the 
first question to be addressed then before continuing any further with this discussion is: how 
can an exploration of directiveness in existential therapy benefit other approaches to 
counselling psychology? Moreover, why should counselling psychology practitioners from 
different approaches be interested in this topic? It would clearly be interesting to conduct a 
comprehensive review of the concept of directiveness in all the various therapeutic models 
used in counselling psychology; however, the scope of this review does not permit this. 
Nonetheless, this does not diminish the potential relevance of such an exploration within one 
framework. It is the remit of this paper to ask questions, to open up and contribute to 
discussion on an element of therapy that has hitherto been given insufficient attention. It is a 
facet that is often pervasive in discussions on the difference between therapeutic approaches, 
yet it is often taken for granted what it means or what it refers to. By exploring and 
discussing its place in one model of therapy, this review aims to allow for such consideration 
of the topic in other approaches and indeed the differences between approaches on this 
subject.
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Several writers have considered how an existential-phenomenological paradigm can, and 
indeed does, contribute to other therapeutic models (Corrie & Milton, 2000), and to a more 
comprehensive practice of counselling psychology (Spinelli, 2003). As with person-centred 
therapy, the views on directiveness associated with this approach act as an element that 
differentiates it from others. The style of engagement is based on the phenomenological 
method and as such is intended to avoid a goal-directed or directive approach to client work 
(Spinelli, 1994). This seems to suggest that existential therapists are required to ask 
themselves whether they should or shouldn’t be directive with their clients, and what their 
contribution can be to counselling psychology in this aspect of therapy. However, this review 
not only intends to consider the question of whether these practitioners should be directive in 
therapy, but how they are being directive with their clients and how it can be explained. 
Recognition of the directive element in this therapeutic approach should serve to reduce the 
contrast with others and allow for the challenging of assumptions regarding differences in 
this respect. Therefore, an exploration of the directiveness within existential- 
phenomenological therapy may go some way to evaluating its contribution to a more 
informed and considered counselling psychology practice.
DEFINING DIRECTIVENESS
The task of arriving at a definition of directiveness, and consequently non-directiveness, in 
existential psychotherapy is not without its complications. Attempting to locate specific 
reference to directiveness is also not straightforward, and it would appear that only a small 
amount of material explicitly addresses the role of the therapist and their framework in the 
directing of the therapeutic process. As such, insufficient recognition of the full extent of the 
directive part played by the existential practitioner provides much of the focus of this review.
Being directive, when applied to a therapeutic context, can be taken to mean the extent to 
which the therapist leads the client or points them in a certain direction towards a 
predetermined goal. Indeed, Cooper (2003), one of the few authors to specifically address 
this aspect of therapy, postulates that a therapist is directive when they influence the process 
and content of therapy by introducing their own topics and issues. Conversely, being non­
directive would involve allowing the client to ‘be’ in the session and to take more control 
over what they wish to explore. This directiveness and non-directiveness is conceived by
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Cooper (2003) in terms of a spectrum or dimension, along which the different existential 
approaches to psychotherapy can be found. An approach is seen to be non-directive if it does 
not attempt to point the client in any particular direction. Yet, the current review aims to 
discuss whether in fact every approach to existential therapy is directive by either implicitly 
or explicitly aiming to point the client in a specific way. No framework of existential therapy 
would advocate that it is possible to be entirely non-directive, and certainly Spinelli (1989) 
openly recognises this in his discussion of the phenomenological method. The way the 
therapist looks, what they wear, how they’ve decided to decorate the consulting room, even 
their presence in the room will contribute to the direction of the session. The important thing 
seems to be the attempt to be non-directive in therapy (Spinelli, 1994). However, this could 
also be argued to constitute a goal itself and so inevitably will involve some form of 
directiveness in pursuit of it. Consequently, the question arises whether it is useful to employ 
the term ‘non-directive’ at all, and whether it would be more appropriate to talk in terms of 
therapists being implicitly or explicitly directive.
An example may help to illustrate this. If a client experiencing problems with anxiety comes 
to an existential therapist requesting help to get rid of their anxiety and wants to be told what 
to do, the therapist aiming to be more towards the non-directive end of the spectrum may 
decide that she wants to question the client’s feelings around being told what to do. This 
clearly contains a directive element in that the therapist has not followed the lead of the client 
in his request to be instructed, and although the therapist has not explicitly advised him not to 
‘be’ a certain way (which might be considered more directive), she has nonetheless implicitly 
said the same thing by not complying with his request at the beginning. By aiming to be non­
directive and avoid giving direct advice, she has still managed to be directive in what she has 
chosen to explore and the implications that go with it. Every action and intervention on the 
part of existential therapists will be directive to some extent, and furthermore, as this paper 
hopes to explore, each of the therapist’s influences on the process will be directed toward or 
aimed at a specific goal. Consequently, this exploration attempts to outline the importance of 
an appreciation of this directiveness in existential work and its relevance in the contribution 
of this work to counselling psychology.
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GAD AMER, DIALOGUE AND DIRECTION
Before exploring the directiveness within the different frameworks of existential therapy, an 
area that can provide us with an insight into the directive aspect of the therapeutic process is 
the dialogue between therapist and client. Therapeutic interaction is conceived of by Moja- 
Strasser (1996) as a dialogue that is not comparable to an ordinary conversation in the every­
day sense of the word. Certainly, the dialogue in therapy appears to differ from that of a 
discussion outside this arena because of the attention provided it by theorists and therapists 
alike, van Deurzen-Smith (1997) highlights the work of Martin Buber in his exploration of 
what constitutes a ‘genuine’ dialogue, which he wrote and expanded on in his books The 
Knowledge o f Man (1965) and I  and Thou (1970). Matsu-Pissot (1998) encapsulates Buber’s 
approach to this type of dialogue as a conversation based on mutual regard. This ‘real’ 
dialogue can be expanded on as a striving towards a ‘true human relationship’ (van Deurzen- 
Smith, 1997: 75), whereby the participants open themselves to experience the shared 
humanity between them. Such an interaction would not be possible if one of the partakers in 
the dialogue, for example the therapist, attempted to control the course and topic of the 
conversation. This would introduce obstacles to its development that would bring the 
dialogue to a point where it could no longer be considered genuine (Moja-Strasser, 1996). 
The role of the existential practitioner therefore is to endeavour to avoid directing their client 
and to maintain their efforts to realise this form of genuine therapeutic engagement that 
espouses a level of mutuality between the two people involved (van Deurzen-Smith, 1997). 
However, the question remains whether it is possible for the therapist to avoid this 
directiveness regardless of their views on what a real dialogue should entail, and indeed 
whether this dialogue is consequently attainable. Gadamer wrote extensively on 
hermeneutics and the different kinds of conversation. Examination of his work may help to 
shed some light on what is required of existential therapists to facilitate a genuine interaction. 
If this type of conversation is desired by an existential-phenomenological approach, and 
constitutes an element of this model’s recommendations to counselling psychology, it is 
important to acknowledge the role of directiveness in pursuit of this.
Gadamer (1989) echoes the arguments of Buber in his view of true conversation as a process 
of coming to an understanding in which the two participants open themselves to each other. 
For Gadamer, it is quite clear that such an authentic dialogue cannot involve deliberate 
direction on the part of either person:
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... the more genuine a conversation is, the less its conduct lies within the will o f  
either partner. Thus a genuine conversation is never one that we wanted to 
conduct (\9S9: 383).
In this, the two people can be seen to ‘fall into’ the conversation or dialogue, which has a 
‘spirit of its own’ that leads the participants more than they lead it. It is conducted in the 
realm of the ‘We’ and not the ‘I’, and it is therefore not the will of the individual that directs 
the dialogue, but the dialogue itself (Gadamer, 1966). It is not clear whether the same can be 
said for a conversation in an arena such as therapy where the practitioner is aware of what he 
is saying and questioning whether it is appropriate to his aims or even responsibilities as a 
therapist. A therapy session could be argued to be what Gadamer (1966) refers to as an 
exceptional circumstance in which a person becomes conscious of the language he is 
speaking. The therapist will almost certainly be aware or careful to some extent of his 
interventions in the conversation because of his thinking behind his approach to therapy. In 
this case, the language he is speaking becomes conscious to him and it loses the ‘essential 
self-forgetfulness’ that belongs to language in other circumstances (Gadamer, 1966: 64). 
With this awareness and questioning of his language, it would appear difficult for the 
therapist to ‘fall into’ the dialogue and allow him to be led by the dialogue itself, even if his 
attentiveness is specifically focused towards this end. Paradoxically, it would seem that it is 
the therapist’s thoughts and attempts to achieve a genuine dialogue that draw attention to 
what he is saying and subsequently introduce his will into the direction of the conversation. 
In other words, the therapist’s input into his client work will aim to avoid explicitly directing 
the dialogue towards anything, yet nonetheless he will implicitly direct it toward achieving a 
true relationship with his client, or a ‘real’ conversation, because this is what he feels therapy 
should involve. This seems to be a noteworthy factor in existential contributions to 
counselling psychology, and indeed the contributions of other models -  beliefs are held 
regarding what beneficial therapy should entail, and therapists cannot avoid directing clients 
or the process with this in mind.
Spinelli (2004) has discussed the implications of the work of Gadamer (1989) for existential 
therapy. In referring to the differences between the two types of dialogue Gadamer speaks of, 
Spinelli reasons that although we can’t entirely avoid ‘directionality’ there are still ways in 
which we can engage with clients so that directiveness is not in the hands of the therapist, nor 
indeed the client. He argues that a lot of psychotherapy falls into the category of a directive.
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or goal-directed, or focused, or expert-driven kind of engagement (Spinelli, 1994), with 
insufficient attention being given to the authentic dialogue outlined by Gadamer. We can see 
here a demonstration of the differing views across existential approaches to psychotherapy 
and also within phenomenological approaches. Although these differences are discussed in 
greater detail below, it is worth noting that Spinelli’s avoidance of an ‘expert-driven’ kind of 
dialogue seems to run counter to van Deurzen’s view of the existential therapist as a ‘sage’ or 
an expert in the ‘art of living’ (2002: 19). Furthermore, if goal-directed dialogue is not 
desired, this does not appear to agree with the writing of van Deurzen on the goal of 
existential work as being the assisting of clients in living with ‘greater expertise and ease’ 
(2002: 19). Identification of such goals serves to highlight the inconsistencies amongst some 
existential approaches in the attempt to avoid directing toward them despite their apparent 
inevitability in some form or other.
However, the inconsistencies do not only occur between the different existential approaches, 
but also seem to be present within the approach to true dialogue in therapy promoted by 
Spinelli (2004). In aspiring to achieve this type of dialogue, Spinelli contends that existential 
practitioners should attempt to stay with it and not seek to move it in any particular direction. 
As previously discussed, Gadamer (1989) outlines that an authentic conversation will direct 
itself, but it is questionable whether therapists can ever hope to refrain from moving the 
dialogue in any direction at all. This paper is not suggesting that directing the conversation in 
therapy is less therapeutic or helpful; in fact it is considered to be an unavoidable and 
intrinsic part of the process. Instead, it is the intention here to outline the importance of 
recognising the therapist’s responsibility in this directiveness.
Spinelli (2004) states that existential therapists should not attempt to place their own chosen 
direction upon the dialogue, and instead should adopt a position of allowance or ‘letting it 
happen’ (Figal, 2002: 108). Staying with the dialogue and avoiding imposing the will of the 
therapist on it does not of course mean that it has no direction; it means that the direction will 
come from the dialogue led by the ‘matter at hand’ (Figal, 2002: 107). The extent to which 
participants can then lead the conversation lies in their questioning and advancement of the 
meaning of the matter at hand (Figal, 2002). This requires skill in conversation, or dialectic, 
to maintain an openness that is essential to the experience (Gadamer, 1989). van Deurzen- 
Smith (1997) writes of the importance of dialectics in an approach to therapeutic dialogue 
whereby the client is helped to find a way forward that considers both the spoken and
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unspoken elements of therapy. The nature of the questioning is important in determining 
whether this dialogue is kept open or whether it is being wilfiilly directed. Gadamer (1989) 
proposes that in a true conversation, the participant(s) must engage in questioning where the 
answer is not already settled, and thus the questionability of what is questioned will be 
revealed. An inauthentic dialogue can be seen to be that in which a person who is not 
interested in reaching an understanding engages to prove themselves right. In this, the 
answers to the questions they ask will already be apparent to them and lack the 
indeterminacy (1989: 363) associated with an open question. This can be seen to constitute 
what Spinelli (1994) has previously referred to as a directive or focused approach to therapy. 
Making attempts to avoid the desire to take control of the therapeutic process is intended to 
move it more towards an authentic dialogue between therapist and client. To adopt such an 
approach requires recognition on the part of the therapist that they must assume a position of 
not knowing, or ‘unknowing’ in therapy (Spinelli, 1997). Gadamer also views this as a 
crucial element of a real conversation:
In order to be able to ask, one must want to know, and that means knowing that
one does not know (1989: 363).
In relation to this, Spinelli (2004) highlights the need for the existential practitioner to stay 
away from the desire to obtain a sense of consistent knowledge that the dialogue is 
appropriate to their goal or their task in therapy. While it appears from Spinelli’s (1994) 
discussion that a goal-directed kind of engagement is not desirable, it is interesting to explore 
what goals are associated with this existential approach to therapy, particularly if it aims to 
work towards an authentic conversation. If existential therapy does have a goal, this poses a 
question over what influence the will of the therapist or their directiveness will have on the 
therapeutic dialogue. In addition, if goals are indeed a part of the existential model, it is 
worth contemplating the similarity between this and other goal-orientated approaches that 
can inform counselling psychology — is it a case of one is directive while the other is not, or 
is it basically that there is always directiveness in aiming at different goals?
In his criticism of a directive therapeutic dialogue, Spinelli (2004) comments on the role of 
the therapist as directing the conversation towards a predetermined goal, and in doing so 
suggesting that the client is wrong in their way of being. In genuine dialogue, seen as a 
creative and intersubjective process (Moja-Strasser, 1996), Spinelli states that by staying
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with what the client brings to therapy, the existential practitioner’s role is to act as an 
accepting ‘other’ who challenges the client’s assumptions about how they ‘have to be’. He 
argues that existential therapists should not wish to change what the client brings and instead 
be content with what is presented to them. But it would appear that in aiming to challenge the 
client’s assumptions that they have to be a certain way, the therapist is in fact not content 
with what they bring because they believe the client should not be rejected in how they 
choose to be and so they aim to address this. Therefore, this form of authentic conversation 
can be seen to have a predetermined goal just as in a ‘directive’ dialogue, despite the goal 
being perhaps less explicit. Indeed, the desire for authentic conversation in therapy could 
potentially constitute a goal itself. The aim, or goal, of the conversation is to accept the 
client’s way of being, but also to challenge the way the client thinks about others and indeed 
change that way of thinking by demonstrating that the therapist accepts their way of being. 
Does this therefore comply with the component of existential practice in counselling 
psychology that attempts to ‘fully embrace the being’ of the client? If the client comes to 
therapy with the assumption that others will tell them they are wrong or that others will not 
accept them for who they are, by challenging this the existential therapist is essentially 
implying that this way of thinking requires challenging and that there may be something 
wrong with it. The therapist’s participation in dialogue with the client cannot avoid being 
directive. What they say, what they don’t say, what aspect of the client’s thinking they decide 
to address -  all these seek to implicitly point the client to a state of being that involves 
feeling accepted because it is believed that this goal will benefit the existential therapeutic 
process.
This exploration of the application of Gadamer’s (1989) views on authentic dialogue, and 
Spinelli’s (2004) advocating of its place in therapy, reveals to a certain extent that existential 
therapeutic interaction does not seem to fall within what constitutes a genuine conversation. 
Whereas two participants skilled in dialectics may partake in such a ‘pure’ dialogue in certain 
circumstances, the nature of the therapeutic relationship indicates that the implicit 
directiveness of the therapist seems unavoidable given the goal(s) present in their approach to 
therapy. Perhaps the task here then is not to avoid being directive because this is potentially 
misleading, but instead to justify what the client or the dialogue is being directed towards. 
Ultimately, it appears that the path the dialogue takes in therapy will be determined by the 
client and by the therapist, whatever framework they have chosen to work within.
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A FRAMEWORK FOR DIRECTIVENESS
Directiveness is built in to every therapeutic framework, but in some approaches to 
psychotherapy and counselling the directive element is more obvious than in others. In 
referring to directiveness as ‘built in’, the intention here is again to highlight that it will be an 
unavoidable part of any therapeutic work or relationship. An approach such as cognitive 
behavioural therapy has an immediately apparent directive component in its focus and 
agenda setting, and also more notably in the prescription of homework for clients to complete 
between sessions. Whilst there is clearly more to CBT than just homework (see Scott & 
Dryden, 2003), this aspect of the therapist’s framework can ultimately be viewed as direction 
towards a predetermined goal that is felt will be beneficial for the client. Similarly, a 
psychoanalytic psychotherapist may urge their client to discuss events and relationships in 
their childhood with a view to linking these past experiences with the client’s present 
concerns or neuroses. Again, this is a simplistic view and by no means unique to a 
psychoanalytic approach, but the example serves to outline the practitioner’s aim to direct the 
client to a realm of exploration that is viewed as being helpfiil to the therapeutic outcome. 
The same can be said for existential therapists who also wish to adopt an approach to their 
work that they feel will benefit their clients, but within this school of therapeutic thought 
there are different approaches that have varying levels of directiveness, both implicit and 
explicit. As previously discussed, it is not an easy task to find specific reference to 
directiveness in existential therapy. However, consideration of the writings of existential 
therapists on their approaches to clients and the therapeutic process can give us some insight 
into the extent to which they direct engagement.
Existential-phenomenological therapy does not consist of one overarching approach (Heaton, 
1997), although it is a misconception to view it as lacking any conceptual framework (Cohn, 
1995). Despite a central framework based on existential philosophy, there is considerable 
disagreement and deviation from it, resulting in multiple frameworks or approaches 
associated with individual therapists (Cohn, 1995). This review looks at some elements of 
these different approaches to determine how they may influence the directive aspect of 
therapy, and so to evaluate whether an acknowledgement of this aspect may assist their 
contribution to counselling psychology.
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One framework on which a number of existential practitioners base their work involves the 
theme of ontological givens. Yalom (1980) discusses four givens of existence that all people 
are hypothesised to have to contend with at some stage in their life. These are: death, 
freedom, isolation, and meaninglessness. With such a framework in the background to 
therapeutic work, the existential therapist who draws on these concepts will undoubtedly be 
paying more attention to them when engaging with clients. Consequently, the therapist will 
then potentially direct the conversation or dialogue towards a deeper exploration of these 
ultimate concerns when or if they arise with clients. Similarly, Simpson (1998) outlines an 
existential theme on which therapy can be based that is referred to as an ‘Existential Search’. 
As Cooper points out, approaches orientated around such themes ‘incorporate, by their very 
nature, an element of directivity’ (2003: 140).
The work of van Deurzen (2002) gives us some indication of the effect an existential- 
phenomenological approach can have on the therapist’s directiveness in therapy. Despite van 
Deurzen-Smith’s (1988) assertion that an existential therapist does not prescribe a direction, 
it is difficult to contemplate how this is possible, at least at an implicit level. Reference to 
van Deurzen (2002) suggests that direction is indeed an intrinsic part of the therapeutic 
process. It appears there is a clear idea of where the client has to get to in terms of the 
discussion on the ‘art of living’ and the goal of assisting clients to confront the anxiety in life 
with greater ease and expertise. An acknowledgement of the directiveness in such an 
approach would allow for the challenging of assumptions on how it differs from others in the 
directivity the therapist introduces into the process. Cooper (2003) describes how an 
approach such as that discussed by van Deurzen is unlikely to want to point the client in any 
particular direction. However, this seems to neglect the therapist’s desire to expose their 
client to ‘her own inner world and aspirations’ (2002: 167), and to ‘gently prod’ her along the 
road towards the attainment of this goal. The contribution of an existential approach to 
counselling psychology practice would be better informed if this directiveness was a 
recognised element of the therapeutic work, rather than the ideal of the practitioner neither 
being ‘directive nor non-directive in her relationship to the client’ (2002: 186), which does 
not seem possible.
Implicit directiveness is also apparent in the approaches and discussion of existential work 
highlighted by other practitioners. Cohn comments on the similarity between psychodynamic 
therapy and existential therapy in their challenging of the ‘unaccepted aspects of their clients’
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existence’ (1995: 22). The goal of the existential approach is to bring these aspects back into 
the awareness of the client and essentially change the client’s responses to their ‘givens’, or 
at the very least highlight the client’s choice in these responses so they are not acting without 
awareness. Directiveness in this instance is evident in the influence of the existential theory 
behind the approach that drives the therapist to guide their client on the basis of what they 
feel is important, and so aspirations to avoid direction are not appropriate here. Equally, 
Spinelli (1995) provides an example of his views on disclosure in therapy and how it can 
serve to challenge the client’s way of being-with-others, that is, their relations with other 
people. This theoretical approach is demonstrated to have affected how the therapist 
intervened with the client and how he directed her to ‘reconsider’ her stance because it was 
viewed as beneficial.
Much of existential therapy is based on the phenomenological method of exploration with 
clients (Spinelli, 1989). Cooper (2003) contends that the way in which various therapists 
approach their work can be conceived in terms of where they lie on a phenomenological- 
existential dimension. Those that are situated more towards the existential end of this 
spectrum will orientate their work around certain existential or philosophical assumptions. As 
previously discussed, this is viewed by Cooper (2003) as being a more directive approach to 
therapy than practitioners adhering more to a phenomenological way of working. However, a 
phenomenological approach also contains an element of directiveness that, while not being as 
obvious or explicit as those developed around existential themes, still results in clients being 
directed towards certain implicit goals or areas of discussion. Although the work of Yalom 
(1980) could perhaps be considered to be directive as it incorporates philosophical themes 
that the therapist may use to inform their work, phenomenological therapy is also based on a 
philosophy. Husserl’s (1960) philosophical discussions and exploration of phenomenology 
inform the work of phenomenological therapists in their decisions on what they feel is 
beneficial for the client in the therapeutic process. As the client work of such therapists is 
based on a philosophy, the assumptions behind this philosophy that influence therapists are 
not effectively that different from basing an approach on existential philosophical 
assumptions or themes. Just as the work orientated around these themes can be viewed as 
containing an element of directivity, so too can the work informed by the philosophy of 
phenomenology. Spinelli (1989) outlines that the phenomenological approach is indeed 
based on a number of assumptions, which the therapist makes or accepts when working in 
this kind of way. One of these is the importance of viewing the client as an autonomous
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being. The phenomenological therapist attempts to ‘enhance the client’s freedom’ (1989: 
130) by letting them ‘be’ and accepting them the way they are. It is argued that the client 
cannot make any change in therapy unless they are open to the influence of the therapist and 
take their own steps towards that change. However, as discussed below, this rejection of the 
idea of therapist-directed change fails to take into account the possibility that although the 
client may want to take steps towards change, it is still the therapist who has a great deal of 
influence, and even control, over what form the change will take. The therapist’s interactions 
and engagement with their client will reflect their assumptions on what they feel is helpful 
for the client, which will inevitably point the client in that direction. Even if this assumption 
is based on the attempt to preserve the client’s autonomy, the change that takes place in 
therapy will be influenced by the therapist’s view on this and their interventions relating to it. 
Therefore, a more phenomenological approach to therapy can still be viewed as directing the 
client, although it is done in a different or less explicit way, and so again the question 
becomes one of how clients are directed rather than whether or how much they are directed.
THE THERAPIST
The influence of an approach or framework on directiveness in therapy can be exhibited to 
some extent in the writings of theorists and therapists. However, factors associated with the 
therapists themselves could also have a bearing on how directive they are in their client work. 
As discussed above, Spinelli (1994) contends that existential therapists should relinquish 
their notions of therapist-directed change. While theoretically this may sound desirable, it 
seems like an unrealistic picture of a client-therapist relationship. It also provides us with an 
example of the claim in some approaches to existential therapeutic work that the practitioner 
is not as directive as in other models of therapy. Yet, for the existential-phenomenological 
paradigm to beneficially inform counselling psychology practice, it can be argued that the 
therapist’s role in the direction of the process requires consideration before a contrast with 
other approaches is made.
A short example may help to illustrate the therapist’s influence in directing the change in 
therapy. If a client comes to therapy desiring change in some aspect of his life or behaviour, 
it can be argued that he is open to and responsible for any related change that takes place. 
However, the therapist will respond to his request in any number of ways that will serve to
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direct that change. Even if the therapist chooses to explore why the client wants to change, in 
an effort to convey respect for his way of being, she is still directing him to explain or 
challenge his thoughts on what change means to him and consequently change will have 
taken place in the client as a result of this interaction. The contradictory goal presented here 
is that although the therapist has aimed to avoid directing the change in the session, it is an 
inherent part of the engagement with her client and so in any intervention she makes she will 
have contributed to the direction of the change.
In contrast to Spinelli (1994), Cass (2004) has considered this notion of therapist-directed 
change and posits that existential therapy is certainly about helping the client to change. He 
identifies not only that the therapeutic relationship is about helping the client, but also that 
existential therapists have specific agendas and their own feelings on what are ‘helpful or 
fulfilling ways for the client to be’ (2004: 88). Judging by this, it is suggested that the 
assumptions practitioners choose to challenge, and the client will have many, will be the 
assumptions that they feel are not beneficial or that ‘need challenging’. This in turn results 
from how the therapist views the world and how they essentially desire the client to rethink 
things. The rule of epoche in the phenomenological approach (Spinelli, 1989) is concerned 
with the therapist’s ‘bracketing’ of such views and beliefs in order to reflect the client’s 
experiences in an undistorted way. However, Smith Pickard (2001) has questioned this 
concept over its recommendation that existential practitioners cannot introduce an intuitive 
response or bring ‘themselves’ into therapy. While the phenomenological method does not 
imply that the therapist’s assumptions and beliefs can ever be completely bracketed, perhaps 
Smith Pickard’s suggestion of bringing more of himself into the therapeutic relationship does 
represent a step closer to a more realistic acknowledgement of the role of the therapist in 
directing engagement.
Potential evidence of this recognition also appears in some other existential- 
phenomenological references to the influence of the therapist. Milton, Taylor and Gaist 
(1998) have highlighted that the personal and historical attributes of the practitioner help to 
account for their chosen approach to a certain extent. When considering the lack of a general 
skills or technique framework within existential therapy, Moja-Strasser (1996) has reflected 
on the view that all the therapist has is themselves and their awareness of that. Furthermore, 
Vasili (2004) reasons that the ‘best friend’ of the existential philosopher in therapy is their 
own philosophy of life, and Strasser and Strasser state that this philosophy can shape the way
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the therapist interacts and helps to determine their belief in ‘interpretation or direction’ 
(1997: 3). This work, and the work of van Deurzen-Smith (1997) outlining the impact of the 
therapist’s attitude, state of mind, and reaction, is an indication of how factors associated 
with the individual existential therapist can contribute to their directiveness in the therapeutic 
process.
SO WHAT?
This review has attempted to explore the implications of directiveness in an existential- 
phenomenological approach to counselling psychology practice. If this paradigm is to inform 
a more considered approach to psychotherapeutic work, it is important to determine the role 
that direction plays in existential therapy and to acknowledge it. The contrast implied 
between existential work and that of other models in terms of directiveness has been explored 
here, and questioned. In addition, the lack of recognition of the impact of therapeutic 
frameworks has been discussed and the influence of the therapist in directing change has 
been reflected on. Hopefully, the intention of highlighting the presence of directiveness in an 
existential-phenomenological approach, and the need to change perspectives on attempting to 
avoid it, has been successful.
However, the exploration in this report is complicated by the uncertainty of the concept of 
directiveness. Despite the intention here to move away from the notion of being either 
directive or non-directive in therapy, the reconsideration of these terms as forms of explicit 
or implicit directiveness is still open to interpretation. Therapists will most likely differ in 
what they think is either explicit or implicit direction on their part, depending on their 
theoretical orientation and personal views on the subject. For example, the implicit 
directiveness within an existential approach may be more obvious to some than to others, and 
could be considered to be simply a different way of directing as opposed to being implicit. 
Consequently, perhaps reference to directiveness in therapy is not that helpful, nor is the 
attempt to avoid it, as it would appear counselling psychology practitioners essentially don’t 
have a choice about whether they are directive or not. As such, claims of a contrast between 
how one approach is more or less directive than another seem to be missing the point. 
Instead, it is the task of the existential-phenomenological therapist, as with other types of
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practitioner, to add to counselling psychology by acknowledging their directive or influential 
role in client work and allowing their approach to therapy to be evaluated in light of this.
The aim of this review was to examine directiveness in one approach to client work to 
demonstrate how questioning this taken-for-granted concept in therapy can help to clarify its 
meaning and function, rather than relying on it as a way to differentiate between therapeutic 
approaches. Moreover, its relevance to therapists working within other models lies in 
highlighting the necessity to explore and deconstruct the notion of directiveness to determine 
what actually happens in varying therapeutic processes and to reveal how practitioners 
influence their clients. This undoubtedly has implications for the power balance between 
therapist and client, which would be more adequately addressed through continued 
questioning of the forms that influence can take and how they impact on clients. Simply 
referring to therapies as either directive or non-directive seems to limit the opportunities to 
carry out this important part of reflective practice. However, despite the current exploration, 
some questions regarding the notion of directiveness in an existential approach to counselling 
psychology remain as yet unanswered by this report. It would be of interest to address the 
topic with existential therapists to elicit their views and experiences of it, in the hope that this 
would shed some more light on this under researched facet of the therapeutic process.
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REFLECTIONS ON THE USE OF SELF
Placement experience
My personal interest in the notion of directiveness in therapy developed during my 
experiences on placement. Although I had been interested in many other topics as ideas for 
my research throughout the academic year, it was only when I began actually seeing clients 
that I was able to relate material I had read to the process I had become engaged in. From my 
reading of literature on the existential phenomenological approach to psychotherapy I got a 
general sense that it was represented as a less directive, or non-dircctivc, way of working in 
comparison to other models. In this respect, I felt that it seemed to have certain similarities 
with what I had read on the claims of person-centred therapy, despite the two approaches 
differing in many other areas. I became intrigued by the idea of directing clients towards 
goals in therapy and attempted to avoid this way of working in my placement, which was 
existentially orientated. However, my experience with clients led me to question specifically 
what being non-directive or less directive as a therapist meant. During individual therapy 
with two clients in particular, I asked them how they felt our work together was progressing 
and they replied to the effect that I had helped them by advising them to be a certain way or 
to do certain things. I remember being quite surprised at their responses given that I had 
deliberately attempted to steer clear of advising them about anything. It occurred to me that 
even though it was my aim to be non-directive, everything I said or didn’t say in therapy 
would direct my clients towards something, even if there were no explicit predetermined 
goals set. Indeed, the advice my clients claimed I had given them was essentially what I had 
felt was beneficial for them, and it appeared that my exploration of their concerns and 
assumptions could have pointed them in that direction. I began to wonder whether it was 
possible to avoid directing clients and whether it was responsible for me to think that 1 could. 
Furthermore, I was interested in what difference there was in the directiveness of other 
approaches compared to an existential phenomenological one. I decided to investigate the 
notion of directiveness further.
Research experience
Despite getting the overall impression that the existential phenomenological approach to 
therapy was aimed at being less or non-directive, it was difficult to find specific reference to 
this. 1 recall being slightly relieved therefore when I attended a conference at which Ernesto 
Spinelli spoke about directiveness in the client-therapist relationship. He specifically
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discussed how an existential way of working should not be directive or goal-focused 
compared to some other models that were. The things he spoke of represented or confirmed 
for me the sense of non-directiveness that I had gotten from reading about the existential 
approach, which I found myself disagreeing with in that respect. I drew on the information 
from his discussion for my literature review on the exploration into directiveness; however, I 
forced myself to limit the amount of material I used from it as it was not literature in the 
sense that it could be examined by others. My task then was to search the writings of other 
theorists and therapists to determine how they referred to the directive role of the existential 
practitioner and to see how much recognition it received.
Throughout the research process I continually asked myself why the concept of directiveness 
in existential therapy was important. There was definitely something about the existential 
approach to this aspect of therapy that didn’t feel like it adequately captured what went on 
with clients. It also seemed as though its attempt to avoid being directive with clients was 
conveyed in terms of what was right or what was better than other approaches. While 1 was 
aware that writers had acknowledged that no therapist could completely be non-directive, it 
was unclear to me what the idea of being directive actually encompassed. Moreover, based 
on my own thoughts and experience, it felt as if it was not responsible or appropriate to aim 
to be less directive than other approaches. It seemed more like a case of always directing 
clients to what we feel is beneficial in therapy, and so there appeared to me to be 
inconsistencies in the literature in reference to this. Consequently, my aim in the research 
was to highlight these inconsistencies or the insufficient acknowledgement of the 
directiveness present in existential therapy. It was difficult to do this without a view to 
‘proving people wrong’ about being directive, given my personal opinions on and investment 
in the topic. Rather than this, I wanted to orient the focus of the review towards exploring the 
topic as opposed to criticising people in it, and towards trying to expose the presence of 
directiveness in an effort to evaluate the place of an existential approach to counselling 
psychology.
The effects o f researching
As may be apparent from my writing, the concept of directiveness has been difficult to 
discuss. It is uncertain whether there is a general consensus on what being directive actually 
means, and as such it is open to many different interpretations. This has led me to feel that 
discussion on directiveness, or the contrast between how one approach is more or less
83
directive than another, is essentially missing the point. It seems to me that an existential 
approach to therapy should focus more on identifying and justifying why it is being directive, 
that is, what goals it has, rather than whether or how much it is being directive. All 
approaches appear to direct clients towards different goals and an existential way of working 
is no exception.
I feel that my exploration of directiveness in therapy has not necessarily made things 
completely clear to me, and because of the uncertainty of the concept I am interested to hear 
existential therapists’ thoughts when asked specifically on the topic and its place in therapy.
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APPENDIX 1: LITERATURE SEARCH
I have already mentioned the difficulty I experienced in finding specific reference to 
directiveness in existential phenomenological therapy. The concept turned out to be quite an 
uncertain one and a complicated one to define. As such, my initial attempts to search for 
articles on directiveness in existential therapy were met with little success. I could find no 
articles relating specifically to this aspect of an existential approach in any of the online 
databases I searched, among which were ‘PsycINFO’, ‘PsycARTICLES’ at OVID Online, 
‘EBSCO Host’, and ‘Science Direct’. The words I entered into these databases combined 
variants of the word ‘existential’ with variants of the word ‘directive’ (e.g. directiveness, 
nondirective, directivity), and they yielded no results. When I entered the variants of 
‘directive’ on their own without reference to existential therapy, the databases did return 
some information on directiveness in other approaches, particularly ‘PsycINFO’. However, 
due to the scope of the literature review, I intended to focus on only one approach to therapy, 
and while these results gave me some insight into directiveness, they did not provide me with 
the information I needed to address the topic from an existential phenomenological 
perspective. My task became one of searching through books written by existential theorists 
and therapists for any reference they made to directiveness, or at least to look for material 
relevant to the topic. One major resource in terms of articles on existential therapy came in 
the form of the Journal of the Society for Existential Analysis. This Journal is not available 
for access online or in libraries as far as I know, although luckily my research supervisor is 
involved in existential work and had collected several volumes of the journal, which he was 
able to lend to me for use in the review and for which I am grateful. I also resorted to buying 
a book with a collection of these articles to further help me in my research efforts.
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Existential therapists’ experiences of directiveness and 
non-directiveness in psychotherapeutic practice
ABSTRACT
This study explores the concept of directiveness and influence in an existential- 
phenomenological approach to counselling psychology practice, and represents an extension 
to a previous literature review on the topic (Me Ateer, 2004). Seven UKCP registered 
Existential Psychotherapists were interviewed face-to-face using an interview schedule 
developed from the previous review. Data were analysed using Interpretative 
Phenomenological Analysis and reported as salient themes emerging from an interaction 
between participants’ perspectives and the researcher’s interpretative framework. One of the 
master themes that emerged from analysis was related to the participants’ positions as 
individual therapists rather than representing an overarching existential framework. Some 
common themes arose around participants’ beliefs about directiveness and non-directiveness 
in therapy, particularly in relation to ‘doing’ versus ‘being with’. There was also the 
recognition that directiveness was unavoidable and inconsistent. The point is put forward for 
a rethinking of the terms ‘directive’ and ‘non-directive’ as used in reference to therapies or 
therapists. The limitations of the generalisability of the findings are discussed in relation to 
categorisation and the importance of individual therapists, and some recommendations to 
counselling psychology practice are made with respect to this.
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INTRODUCTION
In developing an understanding of the way we work as counselling psychology trainees and 
practitioners, one of the important considerations is how the various approaches to therapy 
can inform our psychotherapeutic practice. These approaches will have many things to say on 
what therapy is and what it can, or should, entail. A particular element that seems to define 
and differentiate them is whether or not they are considered to be directive. Some approaches 
can be seen as more directive in their influence on the process, whereas others will 
specifically aim to be less directive or ‘non-directive’ based on their philosophical 
underpinnings. The contrast drawn by theorists advocating a non-directive way of working 
seems, to some extent, to refer to what is beneficial for clients in therapy. The preferred 
stance appears to be one of not telling the client what to do. The apparent difference in views 
on directiveness seems to mean that such theories offer confusing and contrasting input into 
counselling psychology practice. Therefore, the concept of directiveness appears to be an 
uncertain one warranting further attention and raises some questions that this research aims 
to address.
While there are a number of frameworks that can be adopted in counselling psychology, this 
paper focuses on an existential-phenomenological approach to therapy. This paradigm can be 
seen to provide a valuable contribution to other models (Corrie & Milton, 2000), and also to 
a more comprehensive counselling psychology practice (Spinelli, 2003). But perhaps the first 
question to be addressed before continuing any further with this discussion is: how can an 
exploration of directiveness in existential therapy benefit other approaches to counselling 
psychology? It would clearly be interesting to conduct a comprehensive investigation into the 
concept of directiveness in all the various therapeutic models used in counselling 
psychology; however, the scope of the current research does not permit this. Nonetheless, 
this does not diminish the potential relevance of such an exploration within one framework. 
By exploring and discussing its place in one model of therapy, this study aims to allow for 
consideration of the topic in other approaches and, furthermore, to elucidate the differences 
between approaches on this subject.
Such a discussion immediately poses the question of what being directive or non-directive in 
therapy actually means. The attempt to answer this, or to discern the definitions of these 
concepts, is not as straightforward as it may seem and is made more difficult due to the lack
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of literature specifically addressing the topic. Cooper (2003), one of the few authors to 
discuss this aspect of therapy, postulates that a therapist is directive when they influence the 
process and content of therapy by introducing their own topics and issues. An approach is 
seen to be non-directive if it does not attempt to point the client in any particular direction. 
Existential-phenomenological therapy is argued to fall more within this non-directive 
category or this end of the spectrum, with the intention being to avoid a goal-directed, or 
directive, approach to client work (Spinelli, 2005). However, paradoxically, even the attempt 
to be non-directive in therapy can also be argued to constitute a goal itself, so this will 
inevitably involve some form of directiveness or influence from the therapist in pursuit of it. 
Consequently, this paradox raises the issue of whether therapies or therapists can be 
distinctly categorised using these terms of reference.
Something that may shed some light on this issue is the role of dialogue in therapy. In a 
recent literature review on directiveness in existential therapy (Me Ateer, 2004), I discussed 
the work of Gadamer (1966; 1989) on hermeneutics and the different types of conversation. 
This was considered in relation to the quest for ‘real’ or ‘true’ dialogue (Spinelli, 2004) in an 
existential-phenomenological way of working that is not directed by either therapist or client. 
The difficulty highlighted in this discussion is that although authentic conversation is 
proposed to direct itself and not conform to the aims or will of the therapist, it is questionable 
whether therapists can ever hope to refrain from moving the dialogue in any direction at all. 
The benefit of, or preference for, a true dialogue will, after all, represent a belief on the part 
of the therapist (theoretical, philosophical and/or personal) of what they feel should be 
involved in therapy and, as such, will undoubtedly be conveyed in their interventions, or lack 
of interventions, in the therapeutic encounter. Despite the view that withholding therapist 
input might be non-directive, it will still be based on what the therapist feels is right and will 
still communicate to the client the therapist’s view of the world and relationships through 
what they choose to respond to or go along with. This reflection has also been put forward by 
van Deurzen-Smith in her view that therapeutic dialogue can often be a converting of the 
client to the therapist’s own political or ethical position, and that ‘by not intervening, one is 
still making an intervention and transmitting a certain view of the world’ (1992; 18). It seems 
that this idea of therapist influence is something that the whole notion of directive/non­
directive is tapping into. On this basis, the aforementioned review (Me Ateer, 2004) 
challenges the grounds on which therapies such as cognitive-behavioural therapy are labelled 
directive in that the goals and influence of the therapist are simply made more explicit than
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that of therapies considered to be non-directive. As such, it is suggested in the review that it 
may be more appropriate to talk in terms of therapy being implicitly or explicitly directive. 
The suggestion is not that directing the conversation in therapy is less therapeutic or helpful; 
in fact it is considered to be an unavoidable and intrinsic part of the process. Instead, the 
intention was to outline the importance of recognising the therapist’s responsibility in their 
influence on the process, whether explicit or implicit, and of justifying what the client or the 
dialogue is being directed towards.
When considering these concepts, one thing is clear: namely that the topic is not as clear as 
one might suppose. Therefore, this research aimed to explore directiveness and non­
directiveness in existential therapy by interviewing existential therapists for their perceptions 
on the topic in light of the issues that are outlined above. The qualitative research method of 
Interpretative Phenomenological Analysis was felt to be appropriate in exploring the 
subjective experiences of these therapists. The aim was to obtain a phenomenological 
description of how they viewed the notion of directiveness, how they felt it related to their 
own existential therapeutic practice and how they experienced directiveness or non­
directiveness with their clients. This is of benefit to counselling psychology in clarifying the 
features of an important and somewhat elusive aspect of the psychotherapeutic process. It 
would also open up and contribute to discussion on this element of therapy that has hitherto 
been given insufficient attention. Despite the paucity of literature specifically addressing the 
concepts of directiveness and non-directiveness, the reader will most likely be aware of their 
pervasive presence in conversations and descriptions that serve to differentiate, and even 
recommend to some extent, the varying approaches to psychotherapeutic work. Therefore, by 
shedding some ligjht on these concepts within existential therapists’ experience, practitioners 
and trainees can obtain a greater understanding and awareness of their place within the 
vocabulary of counselling psychology. \
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METHOD
PARTICIPANTS
One area of consideration in recruiting participants was whether to recruit therapists who 
adopted an existential-phenomenological approach, but who weren’t specifically or solely 
trained in that way (for example. Counselling Psychologists); or whether to recruit those 
therapists whose training had been expressly from an existential-phenomenological 
perspective. In order to reduce confusion and readily obtain people who could be seen to 
‘represent’ a particularly existential stance (albeit an individual one), the decision was made 
to seek the participation of practitioners officially registered as Existential Psychotherapists 
with the United Kingdom Council for Psychotherapy (UKCP). A list of existential therapists 
in Surrey and London was requested from the UKCP and the details provided on the list were 
used to contact participants after ethical approval for the study was obtained from the 
University of Surrey ethics committee (see Appendix 1). 40 therapists were each sent a 
recruitment letter (Appendix 2) and an information sheet (Appendix 3) outlining the aims of 
the research and what would be expected of them if they decided to take part. 7 of the 
therapists agreed to participate in the study.
INTERVIEW SCHEDULE
The participants were interviewed using a semi-structured interview schedule (Appendix 4) 
developed from the previous literature review addressing the topic (Me Ateer, 2004). The 
review was used to establish the general areas that would be of relevance to discuss with 
participants and the schedule acted as a guideline for the interviewer. The participants were 
asked about their training and theoretical perspectives to serve as a background to their views 
on directiveness in therapy and their embodiment of these views.
PROCEDURE
Before interviewing, each participant was asked to complete a short background 
questionnaire (Appendix 5) to gather some demographic details, and then to sign a consent 
from (Appendix 6). Once consent was obtained, the interview took place. The interview
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conducted with the first participant acted as a pilot interview to assess the usefulness and 
relevance of the sehedule. The schedule seemed relevant to the topic and appropriate in 
eliciting the participant’s views, so it was adopted in the remaining interviews. There was 
one minor change made after the third interview when it seemed that something had emerged 
Ifom discussions with the first three participants. This concerned their reactions to thinking 
of themselves or their work as ‘directive’, which resulted in this being phrased into a specific 
question and included in the schedule for the other four participants (question 7 in Appendix 
4). All interviews were conducted by the researcher. 5 of the interviews took place in the 
participants’ homes and the other two were carried out in cafes to fit with the participants’ 
availability. They all lasted between 45 minutes and one hour, and were audio-taped for later 
verbatim transcription (see Appendix 7 for the transcript from the interview with participant 
1).
ANALYTIC APPROACH
Interpretative Phenomenological Analysis (IPA), a qualitative research method developed by 
Smith (1995; 1996), was carried out in an effort to capture the meaning to the participants of 
the phenomenon under investigation. IP A offers an appropriate methodology that appears to 
be valuable in attempting to explore participants’ subjective experiences (Flowers, Smith & 
Sheeran, 1998; Golsworthy & Coyle, 2001; Macran, Stiles & Smith, 1999). It represents a 
research endeavour aimed at considering the participant’s perspective while recognising the 
impossibility of gaining direct access to their way of viewing the world (Smith, 2003). Such 
an attempt to analyse the data obtained from interviews undoubtedly involves interpretation 
on the part of the researcher. Indeed, one of the main underpinnings of the IP A approach is 
symbolic interactionism (see Denzin, 1995), which proposes that the only way to arrive at the 
meanings participants ascribe to events is through a process of interpretation (Carradice, 
Shankland & Beail, 2002). Therefore, the analysis produced is dependent on the 
interpretative framework of the researcher and their own conceptions (Smith, 1996). While 
this could appear to some to be a disadvantage, the phenomenological process of IP A does 
not assume that an objective and complete record of events can ever be produced, and so 
instead assumes that meaningful interpretations can still be made about the thinking of 
participants (Golsworthy & Coyle, 1999; Smith, 1996).
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The analytic procedure itself was an iterative process in that each level of the analysis 
informed the understanding of the other levels (Macran, Stiles & Smith, 1999). Following 
transcription of all the interviews, the transcripts or ‘protocols’ were read several times to 
familiarise the researcher with the material. During the reading of each transcript, notes were 
made in the margins to summarise what was being said and to record any associations or 
preliminary interpretations that came to mind. Emerging potential theme titles were also 
noted based on patterns that appeared to be present throughout that participant’s interview. 
Any excerpts from the transcript that captured the sense of these initial themes were then 
grouped together under the theme headings, and this often led to the clustering of some 
themes into new and larger themes, which were then compared back to the transcript to check 
if they fit with the data.
This procedure was carried out for all transcripts and a list of master themes and sub-themes 
was produced for each. These lists of themes were then compared to each other to assess 
inter-relationships between them and to discern any over-arching or master themes that were 
common to all transcripts (Smith, 2003). The resulting superordinate themes and their 
corresponding subordinate themes were once again checked with the individual transcripts to 
ensure that they captured the essence of the experiences and perspectives reported by 
participants. In keeping with the idiographic commitment of IPA (Smith, 2003), any 
individual participant’s views that were not aligned with the more frequently-reported 
experiences of other participants were still viewed as contributing to a greater understanding 
of the themes and the processes operating beneath them (Golsworthy & Coyle, 1999). As 
such, they were compared and contrasted with other views as part of the reporting of results.
EVALUATION
The proeess of IPA is subjective and all interpretations of the data come from the personal 
frameworks of those involved in the analysis (Golsworthy & Coyle, 1999). In the case of the 
present study, the interpretative framework of the researcher will undoubtedly have affected 
what aspects of the data were attended to in both the interviews conducted and the 
subsequent exploration of associations and themes. As the researcher and author, my 
personal interests and views on directiveness will inevitably have influenced the extent to 
which I was able to remain critical towards certain concepts (Golsworthy & Coyle, 2001), 
although the attempt was made during the research to bracket these views or assumptions in
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line with a phenomenological approach. It is clear from my introduction to this piece of work 
that I do hold opinions -  specifically, that I feel the concepts of directiveness and non­
directiveness require exploring in order to move away from notions of categorisation in 
therapy and among therapists. Also -  that it is more beneficial and desirable for therapists to 
recognise and own their influence on the therapeutic process, whether implicit or explicit, to 
contribute to a greater awareness of what happens in their relationship with elients. Given 
this, it would be hypocritical for me not to acknowledge my own agenda or ‘directiveness’ in 
this research and highlight for the reader that this will have had an effect on what is reported 
here. Therefore, in line with the eriteria recommended by Elliott, Fischer and Rennie (1999) 
for evaluating qualitative research, this section of the paper represents recognition of the 
influence of the researcher inherent in the analytic process and provides an opportunity for 
the reader to assess for themselves whether they agree with any connections suggested or 
observations offered. The researcher’s perspective has been explicitly identified (and is 
expounded upon in the Personal Reflection in Appendix 8), and in the following analysis, 
quotations are used to illustrate the points made and to further increase the transparency of 
the process.
In the results reported in the next section, all names, places and information referring to 
participants have been altered to ensure confidentiality. Pauses in participants’ speech are 
indicated by ellipses (...), empty rounded brackets indicate that material has been omitted, 
and clarifying information is contained within square brackets. Participants are referred to 
using pseudonyms.
ANALYSIS
DEMOGRAPHIC INFORMATION
Of the seven participants who took part in this study, four were women and three were men, 
and the ethnicity of all participants was reported as ‘White’. Their ages ranged from 33 to 60 
years old, but one participant stated her age as ‘over 50’ making it difficult to calculate the 
mean and standard deviation. When this participant was omitted from these calculations, the 
mean age was 46.67 years and the standard deviation was 9.69.
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They all met the previously stated requirement of being accredited as an Existential 
Psychotherapist with the UKCP. This meant that the lowest educational qualification was at a 
postgraduate degree or diploma level, which is required for accreditation with this body. The 
number of years that participants had spent in professional practice ranged from 4 to 26, with 
the mean being 11.71 years and the standard deviation, 7.34. Six of the participants stated 
their present job title as ‘psychotherapist’ and one stated he was a ‘substance misuse 
practitioner’. Of the six who stated ‘psychotherapist’, some included other job titles: one 
reported that she was also a supervisor; one reported that she was also a supervisor, lecturer, 
trainer and mediator; and another stated that she could be termed a 
counsellor/psychotherapist. All participants currently work in a private practice setting, with 
three detailing that this was in their home. One participant also works with groups and in 
consultancy; one in an academic setting; one in a charitable capacity with ‘perpetrators of 
violence’; and another in a drug and alcohol treatment centre.
FINDINGS
THE INDIVIDUAL THERAPIST
The first of the two master themes reported here relates to how participants viewed 
themselves as speaking from an individual therapist perspective, rather than representing 
existential therapy or therapists on the whole. This included how they saw themselves as 
separate from an overall approach, and the focus seemed to be less about speaking on behalf 
of a school of therapy and more about what was personally relevant to them in their practice. 
This then appeared to impact on how they reacted to the concept of directiveness as 
individual practitioners rather than existential therapists, and how they recognised and took 
responsibility for their individual influence on the therapeutic process.
THE INDIVIDUAL VERSUS AN OVERALL APPROACH
Something that emerged from the analysis of participants’ responses was the resistance of the 
majority of participants to being defined or labelled as an ‘Existential Therapist’. Indeed, 
Cohn (1995) has argued that while there may be a central framework for existential- 
phenomenological therapy based on existential philosophy, there is considerable 
disagreement and deviation from it, resulting in multiple frameworks or approaches
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associated with individual therapists. Despite their official registration with the UKCP, it is 
important to recognise how these partieipants viewed themselves as individual therapists. 
One participant considered himself to be more of an integrative practitioner because this was 
a large focus in part of his professional training; however, he still maintained that the 
foundation to his way of working was existential. The other participants’ responses ranged 
from viewing their title being ‘close enough’ to considering it quite restrictive in its 
categorisation of them;
I think what’s uncomfortable is that I feel... in giving myself that label. I’m sort of...
limiting myself and my work, or limiting other people’s expectations of my work.
(Beth)
This sets the tone for the subsequent views and responses of participants reported here, in 
that there is a discomfort with being defined or limited to one specific way of working and 
conceptualising. This also directly highlights the difficulty in attempting to eomment 
objectively on one type of therapy or therapist. Therefore, although the aim of this study was 
to explore the views of ‘existential therapists’, it is clear that these are the views of individual 
therapists speaking from their personally developed existential perspective.
This notion of the individual therapist was a repeated pattern throughout the interviews. The 
title of this particular theme also refers to some participants’ appreciation of the diversity in 
any therapy and their emphasis on the importance of the therapist in the concept of 
directiveness. Alison reports how she feels her definition of nondirective could certainly not 
be applied to all existential therapists:
There are lots of so-called existential... therapists that I think ‘oh my god, you know...
no way’... and, and to me they come across as... the worst of the psychoanalytical.
(Alison)
Dave also talks about this variation of directiveness within the therapeutic disciplines 
themselves rather than between them. He chooses to represent this as a ‘continuum of 
degrees of directiveness’ among individual therapists from, for example, a CBT approach as 
well as an existential one. In fact, Alison points out that, from her perspective, CBT is often
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‘accused’ of being directive as an overall approach, whereas in her experience this is not 
necessarily so:
It depends again who the therapist is. () I’m sorry, it always goes back to that. 
(Alison)
Similar to Dave, Michael also captures the fluidity of the concept of directiveness within 
therapy by referring to a continuum. This conceptualisation of directiveness in existential 
therapy was proposed by Cooper (2003), but Michael suggested there was a difference 
between viewing therapists as being down the nondirective end of the spectrum and 
observing the amount of influence they can actually have on their clients. He views explicit 
directiveness as the ‘cleaner version of it’, in that it is easier to disagree with and refute than 
a more powerful unconscious or implicit influence from the therapist.
PERSONAL RELEVANCE
One of the themes that emerged from the participants’ discussions on both their training and 
their current professional practice was what seemed to be important or relevant to them. The 
meaning of existentialism to the participants appeared to be something that contributed to, or 
rather resonated with, their worldview:
When I started to learn about... phenomenological work, existential work, it was 
what... fitted in for me in terms of who I am and how I live my life. Q And this is a, 
not an approach you can espouse unless you live it. (Caroline)
Beth also described how existentialism ‘spoke’ to her in her confusion about life, and for 
Alison it seemed to invigorate her and touch her on an emotional as well as an academic 
level:
1 joined the society and went to regular forums, which was every month, and that was 
unbelievably stimulating, it was just... heaven on earth. (Alison)
The importance of a philosophical outlook to the participants is conveyed by Dave in his 
thoughts on how he was drawn to existential work because he had always read philosophy
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and been interested in it. The ‘openness’ and the ‘freedom’ of philosophy was something that 
appealed to him and represented how he preferred to think about things, as opposed to 
reductionism and the closing down of options.
There is a potential overlap here that must be recognised between what is of personal 
relevance to the therapist and their beliefs about therapy, which could potentially have 
resulted in them both coming under the larger heading of ‘worldview’. The reason for the 
separation of these two themes was that it was felt that the worldview of the therapist had not 
emerged as a master theme over these beliefs about therapy, and it was also felt that the 
separate theme of personal relevance was needed to adequately capture what was of 
importance to the participants that didn’t necessarily relate to their beliefs about therapy. 
However, this was not an easy distinction to make during analysis and highlights the 
difficulties of this process. Perhaps there was a shared sense of discomfort with the 
participants on the part of the researcher in the feeling of limitation that can accompany 
making a definite ehoice from numerous options.
REACTIONS TO BEING DIRECTIVE
Initial reactions from participants to the term ‘directive’ were usually negative, and it was 
considered to be a way of being that a few participants did not agree with or wanted to avoid:
It's the fact of telling people what they should do, I just don't want to do that, I just 
kind of struggle with that whole idea, and I think it's anti-therapeutic actually, 
because at the end of the day if it all goes horribly wrong then I'm the one responsible 
for that. (Dave)
There is a certain sense of risk here in being directive with clients due to what implications it 
might have and what it might say about the participant as a therapist. The word appeared to 
be a provocative one for some participants when considering or imagining themselves under 
that banner:
I think what happens... is that the word doesn't, yeah it doesn’t sit with me, when I 
hear directiveness you see 1 hear... coercion... decision-making on behalf of another...
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feeling that I have got the answers... so that's what comes up for me. Now you ask all 
the people you're interviewing, everybody would have a different view. (Caroline)
The end of this quotation from Caroline once again demonstrates the participants’ opinions 
on the importance of owning their views, and that they are not constant across all situations 
or for all clients. It’s important to note here that all of the participants conveyed that 
directiveness did not always have to be a ‘bad thing’. Opinions on directiveness, no matter 
how much they sometimes demonstrated the participants’ disagreement with it, were 
eventually followed by reflection on how it can be helpful for some people or how those who 
are directive aren’t necessarily ‘wrong’; they just differ in their approach to client work:
It's not that clear-cut... it's about personal preferences for working and... it's not that I 
couldn't meet somebody who worked in a different way and think that they do good 
work, and useful work. (Beth)
Something that arose as a theme throughout participants’ responses or reactions to thinking 
about directiveness was the seeming inadequacy of the terms ‘directive’ and ‘nondirective’. 
Chris mentioned how they were not really a part of his existential training, but he was also 
aware of them and how they are used to define therapy. However, he did not appear content 
with using them in that way:
So it's not about being directive or nondirective, but... thinking about what directions 
are both existentially and personally, what are the sort of possible avenues that could 
be [taken]. (Chris)
Beth mentioned how the terms do not really seem to fit and she searched for an alternative 
means of describing how she sees ‘the divide’, but didn’t come to any conclusion. It also 
seems implicit in Tina’s view of there being no ‘such thing as nondirective therapy’, that she 
feels referring to therapies as nondirective is a misguided attempt at differentiation.
RECOGNITION OF INFLUENCE
The final theme reported here relating to the individual therapist in the concept of 
directiveness is the participants’ recognition of their own influence within the therapeutic
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relationship. For a number of participants, their recognition coincided with talking
specifically about embodying their attempt to be nondireetive:
Just by my very presence there is a directiveness in my responses, my non-verbal 
responses. I'm quite an expressive person, I use my hands a lot, it's all directive, it's 
all... yes I do it all the time with clients... I guess what I do is offer them some sort of 
humanity... unconditional... try not to judge. (Caroline)
The directiveness or influence described here does not have to be a negative one; it can 
happen with an aim to be non-judgemental and to offer your own humanity in assisting the 
client. For others, the reeognition of directiveness seemed to be about highlighting what they 
found to be important in therapy as having an influeneing effect on the client:
When the client speaks to me, I will pick up on those strands that have to do with
freedom, choice, responsibility, temporality, and those are the things I'm going to 
focus on, so I am being directive. (Tina)
In the case of some participants, this influence was equated with a power in the therapeutic 
relationship that the therapist must be observant of and attend to. Through explicit 
recognition of the influence of the therapist, Michael views this power differential as capable 
of gradually, although not entirely, balancing out as the relationship develops:
By the end of that relationship if it has gone well Q I'd like to feel like we are saying 
goodbye to each other just as these two people, you know, that that professional thing 
is there as less as it can be, now obviously it's not, but... if the balance of power at the 
beginning is like this [hand gesture of uneven scales], hopefully by the end it's like 
that [hand gesture of even scales]. (Michael)
A theme that comes under this heading is the participants’ appreciation of the opportunity to 
talk about their work and recognition of the value of exploring these issues. This usually took 
place after tape-recording had stopped, but Alison reflects below on what appear to be the 
positive effects of the interview process for her:
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Most will say we're not directive... that goes completely against the existential 
phenomenological... but the longer I think about it, the more I've been talking about 
it, I think well maybe I'm a lot more directive than I... (Laugh)... like to think 1 am, so 
I would say that, in a nutshell that's what I've got out of today. (Alison)
DIRECTIVENESS IN THERAPY
The second of the master themes in this analysis related to participants beliefs about what 
directiveness in therapy involved and what their experience of it was. In some sense, the 
participants seemed to convey what they preferred to take place in therapy or what therapy 
should entail in terms of directiveness. However, the word ‘should’ here is problematic. It 
might suggest that the participants claimed to know what must be included in therapy, but 
this was far from the case. In fact, as Michael states, it is not seen as desirable to have ‘any 
preconceived ideas about what ought to be in there’. Instead, these beliefs can be viewed as 
what the participants prefer therapy to involve, or not involve, for them as individual 
practitioners, demonstrating an overlap here with the other master theme above.
BEING DIRECTIVE IS ‘KNOWING’ OR DOING’
Part of a phenomenological approach to therapy is to maintain a position of not-knowing or 
‘unknowing’ in therapy (Spinelli, 1997), in order to allow for a fuller description of the 
client’s experience or worldview without the therapist assuming too much. The idea of a 
therapist or therapy being directive appeared closely related for participants to a position of 
‘knowing’ about life that is then imposed upon the client:
I suppose that directiveness says to me ‘you should and you ought’, and that's the 
thing, ‘you should, you ought, this is how you should live your life, this is what 1 
think you should do about the situation’... I'm pointing the finger and I'm teaching, 
teaching... and it has an implication of knowing doesn't it? (Caroline)
The feeling here appears to be that when a therapist is being directive they are ‘telling’ the 
client what to do, an act that Caroline finds to be ‘abusive’. Although other participants
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didn’t use the term ‘abusive’, they seem to share Caroline’s views on this ‘telling’ as being 
directive and accompanied by the therapist ‘taking control’ of the therapy (Dave).
Cognitive-behavioural therapy (CBT) is cited by participants on several occasions as being 
directive based on its focusing of the work around a specific goal and outlining steps for how 
to get there. What happens in a relationship based on these premises is described by Beth as a 
‘doing to’ the client, where the therapist assumes control:
It's that ‘I am doing something to you’ element of it as well. ‘I'm treating you, I am 
giving you a treatment and it's called cognitive-behavioural therapy and this will cure 
you or help you deal with this bit of your life’. (Beth)
The ideas of ‘knowing’ and ‘telling’, viewed as directiveness, are also felt by some 
participants to be demonstrated by psychodynamic therapists in their interpretations of what 
lies behind the client’s dialogue, and in their efforts to reveal certain ‘hidden’ aspects of the 
client’s presentation:
You could argue that there is a certain directiveness (in psychodynamic work) in 
trying to uncover, you're trying to work with the psycho-archaeology, digging, you 
could say there is a directiveness in that uncovering. (Beth)
Chris extends this directiveness to include the efforts on the part of any therapist to get the 
client to conform or fit into their own theoretical outlook:
‘If they don't, we [the directive therapists] certainly will talk in that [particular]
way’... you know, ‘if you don't, we will’ sort of thing. (Chris)
This puts the therapist in the position of being the ‘expert’ in the therapeutic relationship,
which runs counter to the views of an existential-phenomenological perspective as detailed 
by Spinelli (2005). There is some disagreement here though with van Deurzen’s view of the 
existential therapist as a sage or expert in the “art of living” (2002: 19). This area of expertise 
may not be about explicitly telling people what to do, but it does put the therapist in a 
position of greater knowing or awareness than the client, even if that means “knowing that
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one does not know” (Gadamer, 1989: 363). Chris actually highlights this as part of his skill 
base as a practitioner:
Part of my skill is not leaping in in those moments, is sort of not pretending that I 
really actually know what the hell they ought to be doing or what is best for them. 
(Chris)
Having these skills and being in a more ‘expert’ role than the client does not have to be a 
negative aspect of the therapy, but this discussion once again demonstrates the difficulty of 
referring to one ‘existential perspective’ and of categorising therapeutic interaction into 
directive and nondirective.
NONDIRECTIVE IS ‘BEING-WITH’ AND PROMOTING CHOICE
Some of the participants express their non-directiveness in therapy as ‘being-with’ the client 
as opposed to prioritising their own assumptions about what is right or wrong to do:
I think it's probably, that's one of the most fundamental things I would be in... not 
assuming to know what is right or wrong for any other person. (Alison)
In trying to be with the client and stay away from imposing views on what is right, there is 
the attempt to avoid prioritising the therapist’s agenda over that of the client’s. Indeed, one of 
the fundamental tenets of existential-phenomenological theory is the concept of the therapist 
‘being with’ the client (Spinelli, 2005). This involves the attempt to bracket the therapist’s 
assumptions and express respect for the client’s worldview. Caroline defines ‘nondirective’ 
as the opposite of CBT in that the therapist does not have an agenda for the client or an idea 
of which direction to take them. Instead, the client chooses where the therapy goes and the 
therapist is alongside them in this endeavour as a “companion” (Tina).
With this apparent emphasis on choice, under this theme heading is also included the 
participants’ beliefs on client choice and responsibility. In holding back on assumptions and 
not inferring what is right, the intention seems to be to promote the opportunity for the client 
to decide for themselves. Van Deurzen and Kenward (2005) outline the significance of the 
theme of responsibility in existential therapy as the promotion of autonomy and the
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accountability in making our own choices in life. This is closely connected to Sartre’s (1943) 
concept of good faith, in reference to the acceptance of the freedom inherent in existence that 
requires the individual to choose. This theme of the client’s responsibility and right to choose 
was present in all of the participants’ responses, and was particularly evident in what was 
considered to constitute being nondirective:
Well basically nondirective... I guess if, what makes it nondirective is if you're 
allowing the client to take control and take charge and make their own decisions, and 
so be responsible for what they choose to do. (Dave)
As Me Ateer (2004) has highlighted, valuing the responsibility and freedom of the client in 
making their own choices is problematic when stated as ‘non-directive’ in contrast to 
‘directive’, because it can also be seen as the therapist implicitly attempting to direct the 
client in a way they feel is right for them, based on the therapist’s views on therapy and 
engagement:
Maybe you could say wanting the client to find their own answers is directive in 
itself. (Caroline)
This inescapable paradox or conundrum is recognised by some of the participants in the 
theme that follows.
DIRECTIVENESS AS UNAVOIDABLE
On different occasions, some of the participants spoke about their difficulty with the term 
nondirective in its suggestion of a lack of influence on the part of the therapist. In reference 
to ‘being-with’ clients as an absence of intervention or action, and a waiting to see what 
emerges in the relationship, Alison stated that this doesn’t mean she isn’t doing anything and 
questioned: “What makes us always assume that being isn’t doing something?” This moves 
away slightly from the notion of not intervening as representing a lack of direction on the 
part of the therapist. This sentiment is echoed by Tina:
If anybody's... you know, trying to propose that there is any such thing as 
nondirective therapy, and nondirective human engagement, I couldn't buy into that.
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She also highlights the paradoxical element addressed in Me Ateer (2004) that “even being 
nondirective is directive” (Tina), thereby challenging the categorisation of therapies based on 
these terms. In her recognition of therapist influence, she affirms that “we all have an 
agenda,” and that the importance lies in having an awareness of it. Michael expresses a 
similar view in disagreement with the idea that therapists don’t tell their clients what to do:
That simply because they don’t explicitly tell you what to do, they won’t in all kinds 
of other ways be telling you what to do, and you won’t be accepting, is a nonsense as 
far as I’m concerned.
This is close to the notion of explicit and implicit directiveness that Me Ateer (2004) put 
forward and nondirectiveness is also referred to by Alison as “a kind of closet directiveness.” 
Michael goes further to propose a reason for some therapists’ need to neatly categorise:
Well directive/non-directive is another one of those, and it’s quite a big one, in terms 
of... an issue that people want to take a nice clear black-and-white stance on, because 
then they feel safe... and they want to feel safe.
His reference to feeling safe was connected to the fear of what it’s like to live in a “scary” 
universe where certainty is not assured and so it’s more comfortable for the therapist to have 
definite models and categories to hold on to. This view was not expressed by any of the other 
participants, but this idiosyncratic exception was felt to be of interest in the exploration and 
reporting of the phenomena in question.
THE SIGNIFICANCE OF THE CLIENT AND THE CONTEXT
Closely related to the previous theme of unavoidable directiveness, participants referred to a 
number of circumstances or instances that called into question any suggestion that their 
stances on directiveness or nondirectiveness were consistent. This theme could almost have 
been entitled Tt Depends’, as this was very much the sentiment that tempered the majority of 
participants’ views on the topic. In keeping with the avoidance of limitation, it was not the 
case that their thoughts on directiveness simply applied to all situations:
109
The level or the degree of directiveness is constantly in flux, depending on the client, 
depending on the context in which you're seeing them, depending on the problem, 
depending on, depending on what the client is looking for... yeah, it's complex, and 
multifaceted. (Dave)
This view was also expressed in participants’ descriptions of the requirements of their 
various work settings and in relation to their interactions with individual clients.
OVERVIEW
In a research study of this kind involving such a small number of participants, the 
generalisability of the findings must be critically evaluated. One of the major hurdles to the 
ability of this study to represent an exploration of existential therapists’ views on 
directiveness is that the title of ‘Existential Therapist’ is problematic. It means different 
things to different practitioners, as is demonstrated in the reported themes, and also 
symbolises a restriction for the therapists in how their work is categorised. This eould also be 
argued for all varieties of therapy, depending on whether their associated practitioners are 
content with being defined solely under the label of their approach. Consequently, the desire 
of the practitioner-participants involved in this research to avoid limitation in this way places 
a definite limitation on the results being representative of an existential-phenomenological 
therapeutic approach. However, this does not necessarily have to signify a disadvantage to 
the current study. It is a demonstration of the importance of individual perspectives, 
particularly when it comes to working therapeutically with clients. The concepts of 
directiveness and nondirectiveness have been criticised by Me Ateer (2004) as attempting to 
apply general attributes or ways of being to different therapies. Therefore, the difficulty in 
generalising the findings here to ‘the existential approach’ as a whole, or to other existential 
therapists, actually supports this argument and corroborates Heaton’s (1997) view that there 
is no over-arching framework to this way of working.
Despite the highlighting of individual differences in the above discussion, the analysis did 
nonetheless produce some common themes among the participants. It would be interesting to 
see if similar themes emerged from interviewing other existential therapists. For example, the
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therapists in this study were recruited from the South East of England and the London area, 
but registered existential therapists from other areas of the country could also be recruited. 
While still not necessarily rendering the findings generalisable, this would perhaps provide a 
broader perspective on the accumulative views of individual existential therapists who may 
share some common perspectives on this topic.
As for the outcomes of this study, there are some results that lend more support to the points 
put forward in the previous literature review (Me Ateer, 2004). It appears that the term 
‘nondirective’ was difficult for participants to consistently adhere to when talking at length 
about their therapeutic work with clients. The inconsistencies that the use of the term gave 
rise to were apparent both in the analysis and to the participants themselves as they reflected 
upon it. It seems that once the term ‘directive’, which has been used to distinguish certain 
attributes about a therapy or therapist (see Spinelli, 2005), has been explored in relation to 
what is considered to be ‘nondirective’, both of the terms are revealed to be inadequate 
idioms in referring to the therapeutic relationship.
The findings also highlight the paradoxical nature of the topic of directiveness in existential 
therapy and in therapeutic interaction in general, as viewed by the participants. Some of the 
participants suggested that it is more a case of explicit and implicit directiveness due to the 
directive and influencing element contained within the aim to be nondirective. This influence 
of the therapist is also seen to be present in the participants’ aim for the client to choose and 
take responsibility for their choices. In acknowledging this impact, some participants have 
also underlined the need for the therapist to take responsibility for their own choices and 
make them explicit (at least to themselves). This represents an important part of our 
awareness in therapeutic practice. In recognising that therapists also must make a choice (in 
‘good faith’), this lends an appreciation to the unavoidable interaction of choices in the 
therapeutic relationship that can help to inform us about this particular aspect of the content 
and process of therapy. The participants in this engagement choose both for themselves and 
for each other, even if this means choosing to promote the other’s responsibility to choose. 
Within such an interaction, it is antithetical to speak of being nondirective or simply letting 
things happen independent of the influence of the therapist.
The factors relating to the participants as individual therapists are deemed to be important in 
this study. It is proposed here that these factors have an influence on their directiveness in
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therapy and the way they work with their clients. The different themes under this second 
master theme appear to have a possible impact on their views about directiveness and on 
what they focus on in therapy, what they pay attention to and what they implicitly direct their 
clients towards, for example, the client’s responsibility. So once again, the responsibility of 
the therapist in this process seems like something to be acknowledged. Recognition of the 
power and influence in the therapeutic relationship will benefit the client through the 
therapist’s increased awareness of themselves, something that should always be developed 
and questioned to avoid the potential sedimentation of ideas. It is of benefit to therapeutic 
practice to explore these issues as a reminder of how we can’t necessarily rely on categories 
or definite ways of being with our clients. Practitioners can then become more oriented 
toward finding their own way of working and continuously evaluating that.
This research is of importance to counselling psychology in its exploration and questioning 
of concepts that have been used to define and differentiate both therapies and therapists. 
Indeed, the participants in the research commented on their appreciation of the opportunity to 
discuss and rethink their work. It has highlighted the difficulties of using the terms directive 
and nondirective when attempting to distinguish between therapies that may be considered to 
be more or less influential on the part of the therapist. Furthermore, the findings demonstrate 
that it is also problematic to neatly categorise therapies or types of therapist, regardless of 
how they are officially recognised. As such, this challenges the incompatibility and 
seemingly expansive divides between different ways of working that can be conveyed on a 
theoretical level. The recommendation here is for counselling psychology practitioners to 
remain open to the input of a variety of different models, which is perhaps difficult to do 
when some are viewed as a more ‘directive’, and by extension ‘disagreeable’, way of 
working than others. Considering the findings of this report that there will always be 
influence from the therapist, approaches such as CBT cannot necessarily be branded as a 
directive form of therapy by practitioners who consider themselves to be nondirective. This 
limits the possibilities for our interactions with clients if we don’t explore what different 
approaches can offer us as individual practitioners. These approaches are open to our own 
interpretation and can be incorporated into a way of working that does not threaten to 
disregard the client’s right to choose. In doing so, we may put ourselves more in a position to 
“elucidate, interpret and negotiate between perceptions and world views but not to assume 
the automatic superiority of any one way of experiencing, feeling, valuing and knowing” 
(Division of Counselling Psychology, 2005). The explicit directiveness that the techniques of
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CBT represent does not have to be defended against, provided it is what the client wants and 
provided there is an awareness and continuing reassessment of the practitioner’s control in 
the process.
As noted above, the findings cannot be generalised to state that they represent an existential 
perspective on the topic of directiveness, but they still provide an insight, through the 
interpretative lens of the researcher, into the individual perspectives of these participants who 
practice from an existential foundation. As such, the interviews with these participants have 
shed some light on their personal views of directiveness that can inform counselling 
psychology practice, rather than a purely theoretical recommendation from an overall 
existential-phenomenological approach. While this study has informed practitioners in this 
way, it would be of interest to extend this by obtaining the views of cognitive-behavioural 
therapists on the topic of directiveness and influence in therapy, seeing as they are thought to 
represent the other side of this coin. This research has looked at the views of individual 
existential therapists and so the views of CBT practitioners eould be sought to explore what 
how they experienced their directiveness and to elucidate what it actually involves. It is felt 
that the more this notion of the directiveness in different approaches is investigated, the more 
it will benefit eounselling psychology through a consideration of what remains available to 
practitioners in what models they feel can inform their individual practice.
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REFLECTIONS ON THE USE OF SELF
This was a difficult piece of research for me to do, although it ultimately turned out to be a 
valuable learning process for me. The following reflections show how I related to my topic 
throughout the process.
Perhaps a good place to begin would be the topic of my research. I had difficulty in my first 
year deciding what the topic was going to be for my literature review. I had the feeling that a 
lot of my other classmates had come onto the course with a certain area that they wanted to 
look into because it was important to them. This was not something I shared because I didn’t 
necessarily have anything I wanted to explore specifically, until I began taking an interest in 
an existential way of working. Then the idea of being nondirective in therapy caught my 
attention in relation to this approach and it was something that I felt I wanted to challenge. 
After I had written my literature review, the following year leading to the actual conducting 
of the research was plagued with doubt about the relevance of what I had chosen to study, 
both academically and for me. However, the more I thought about the topic and held 
discussions with my colleagues and my research supervisor, the more I eventually came to 
realise that this was actually related to something I had a vested interest in. My personal 
philosophy, at the time I took an interest in directiveness as a research topic, was based 
around the limitless possibilities that are inherent in existence and I still value this belief. 
This is vastly oversimplified, but nonetheless represents the position ifom which I 
approached my research. I realised that my desire to challenge nondirectiveness was actually 
a challenge on the categorisation of therapies and the limiting of possibilities that this 
represents. There was somewhat of a paradox for me here though in that the intentions of 
practitioners or theorists espousing nondirectiveness also seemed to be to avoid limiting 
possibilities with their clients. My disagreement with this was that in categorising therapies 
as directive or nondirective, it seemed to suggest that one was right and the other was wrong, 
and this for me was not something that could philosophically be stated with certainty. If this 
point is slightly unclear, it demonstrates my struggle with this topic that led me to want to 
investigate it further.
Considering that my topic was about directiveness, it cannot be ignored that the ideas of 
influence and direction and choosing constantly came up during the research process. I had to 
make decisions on what I would include in the interview schedule and what I would discuss
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with participants on the topic. My dilemma here was: how do I obtain their views without 
influencing them too much with my own? I was trying not to be too directive, but then 
realised that influence was unavoidable and that this was the whole point of my research! 
This realisation did not necessarily make it easier for me to make decisions on when to 
intervene in the interviews or what to pick up on -  it was a constant struggle between 
wanting them to give their views and having to interact with them and influence them in 
order to obtain them. My position therefore became one of recognising my influence, but 
trying to be more aware of it. The inescapability of my influence and the having to choose 
was something that resurfaced again and again throughout my work in this study.
Something that I feel may be connected to this struggle with my influence and choice was the 
diffieulties I experienced in analysing the participants’ data and writing up my results. The 
first of these difficulties was the decision on whether to use a grounded theory or an IPA 
approach to analysis. The following thoughts were written when I was struggling with this.
Grounded theory (GT) wasn’t chosen because I didn’t want to aim specifically at obtaining a 
theory from my data. It is clear that I had an agenda in the research, which has been 
acknowledged, but it felt as though looking for a theory from the outset would allow that 
agenda to potentially dominate the process more. It would still affect my IPA in finding 
themes I felt were important, so that presents me with a bit of a conundrum -  was I still at 
some level attempting to deny my agenda, or was I trying to ‘protect’ my research from it? It 
is, after all, unavoidable, but perhaps it can be tempered more if I am not looking specifieally 
for a theoretical framework (albeit grounded in the data) from the beginning -  as long as my 
agenda is acknowledged. This is important to me, as is evident in the way I talk about the 
problems with seeing therapies as ‘non-directive’. This could also possibly be connected to 
my reluctance to categorise things or commit them to being viewed in one way. I believe 
there will always be paradox, and I am fascinated by it, so actually committing myself to 
interpreting things in one way only might be uncomfortable for me. And committing myself 
to writing specific views on the topic is difficult, given that what lies behind it is my desire to 
not categorise or concretise these things, even when my interpretations can be reported in as 
transparent a way as possible. I don’t really know. And maybe that’s why grounded theory 
didn’t appeal to me as much as IPA -  finding a way of theorising is much more foregrounded 
in GT as opposed to exploring themes without the pressure of necessarily trying to fit them 
all together (although connections can be and are made between the themes in IPA). In
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keeping with my way of thinking at the moment, I haven’t really come to a conclusion on 
this, but hopefully what I have just written will give at least some insight into my struggle 
during this research.
I felt it was helpful to keep the above section as it was written at the time in order to show 
my engagement with the research. I also found the writing up experience quite challenging 
due to having to commit myself to choosing themes and presenting them, while all the time 
wanting to guard against simply picking or finding ones that backed up my previous 
arguments on the topic. Perhaps the biggest challenge though was writing the report in the 
knowledge that 5 out of 7 of my participants have asked to see the finished article. I did not 
want them to feel misrepresented and I certainly didn’t want to criticise (too much) a way of 
working that I find very valuable and appealing to me at a personal and professional level.
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On b^ialf of the Ethics Committee, I am pleas^ to confirm a favourable ethical opinion for 
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Date of œnfirmation of ethical opinion: 10 June 2005
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above.
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APPENDIX 2: RECRUITMENT LETTER
(Date)
(Participant’s name and address)
Dear Participant
I am a trainee Counselling Psychologist at the University of Surrey conducting a research 
study which looks at existential-phenomenological practitioners’ views on directiveness in 
therapy. The aim of my research is to explore how therapists experience directiveness and 
how it relates to their therapeutic work with clients. I have enclosed an information sheet to 
give you a better idea of what the research entails and what your role would involve, should 
you decide to take part. If you are interested, or would like to ask any questions about my 
work, please don’t hesitate to contact me using the details on the information sheet. Thank 
you for your time.
Yours sincerely
Donai Me Ateer
Counselling Psychologist in Training
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APPENDIX 3: INFORMATION SHEET
I am a trainee Counselling Psychologist at the University of Surrey, conducting a research 
study which looks at existential-phenomenological practitioners’ views on directiveness in 
therapy.
This research project seeks to explore how therapists conceptualise directiveness and its 
relation to therapeutic work with clients.
I am seeking psychotherapists, counsellors or psychologists who work from an existential- 
phenomenological perspective and who are registered Existential Psychotherapists with the 
UKCP. Those who volunteer for the research will be interviewed for approximately one and 
a half hours. Volunteers have the right to withdraw from the study without having to give a 
reason and confidentiality of all identifying information is ensured, as no names or locations 
will be quoted in the research. All data received from participants will be respected in 
accordance with the Data Protection Act 1998. At the end of the interview, if an interviewee 
wishes to talk further about this research topic or their interview experience, I will be happy 
to arrange another half-hour meeting at a later date. Interviews will be audio-taped and will 
take place at a location that is convenient to you.
I hope that this research will help psychotherapists, counsellors and psychologists by opening 
up and contributing to discussion on a topic that could inform their psychotherapeutic 
practice. It seems to be an important element in both personal and theoretical approaches to 
client work that has hitherto been under-researched. I hope to disseminate my research 
findings to psychotherapeutic practitioners through submissions to relevant journals, and I 
also hope that those who take part in the research will find it helpfiil to talk about this subject 
and their experiences relating to it.
If you would like to take part in this research or find out more about it, please ring me on 
07879 818393, or alternatively you can email me at donalmcateer@hotmail.com. You can 
also contact my supervisor Dr. Martin Milton on 01483 686896 or at the departmental 
address below should you have any questions.
Donal Me Ateer
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 7XH
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APPENDIX 4: INTERVIEW SCHEDULE
Introduction
The researcher will begin by introducing himself and outlining the aims o f the research in 
relation to the questions being asked in the following interview. The participant will be 
reminded o f the confidentiality issues outlined in the information sheet they were provided 
with, as well as their right to withdraw at any time. The consent form will be given to the 
participant to be read and signed, and some time will be allowed for the interviewer to 
answer any questions the participant might have.
The interviewer will then present the participant with a background information 
questionnaire to be completed before the tape-recording o f the interview begins. It will be 
explained that this information is obtained to report the various characteristics and details o f 
the participants taking part in the research. The participant will be informed that their 
information will not be used to identify them or others in the research and that i f  they do not 
want to answer some o f the questions, they do not have to. The interviewer will explain that 
the interview should last approximately one hour, but will ultimately be decided by how long 
the participant wants to respond and explore the issues covered.
(Tape recording begins)
Therapist training and orientation
1. I would like to ask you about your training to be a therapist. Can you tell me a bit 
about your training and your experience of it?
Possible prompts: Where did you do your training? What drew you to that particular type o f 
training? Which part o f the training interested you most?
2. I contacted you to take part in this interview because you were listed as an existential 
therapist. Is this how you would describe yourself or the way you practice therapy?
Possible prompts: Which area o f existential therapeutic theory or practice would you 
consider yourself to be most aligned with? What type o f a(n) (existential) therapist, i f  any, do 
you view yourself as?
3. With regards to the therapeutic relationship and process, how do you see your role as 
a therapist?
Possible prompts: What is your function/what part do you play in therapy? As a therapist, 
what do you aim to do? How do you aim to help clients? Can you identify i f  you have any 
goals in therapy? What does your role as therapist involve doing/what methods do you use in 
your role as therapist?
Directiveness
4. As you are aware, I wanted to talk to you today about the concept of directiveness in 
therapy. Sometimes people refer to therapists or forms of therapy as being either 
directive or non-directive. What do the terms directive and non-directive mean to 
you?
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Possible prompts: What do you understand these terms to be referring to? When a therapy is 
stated to be non-directive, what do you think this explains about the therapy? What makes a 
therapy directive? What do you feel it means to be directive in therapy/as a therapist? Can 
you think o f any examples o f directiveness or non-directiveness in your own practice or 
others?
5. Existential/existential-phenomenological therapy has often been referred to as non­
directive. Is this how you see it?
Possible prompts: Do you see it as more directive or non-directive? What do you feel 
existential therapeutic theory has to say on being directive or non-directive? How does 
existential therapy compare to other forms o f therapy in relation to their directiveness or 
non-directiveness? Could you say something about which therapies you see as being 
directive and which ones you see as non-directive?
6. How important do you feel the concept of directiveness is to the client’s experience of 
therapy?
Possible prompts: What are the results/implications o f being directive/non-directive with a 
client? Can you explain your reasons for aiming to be directive/non-directive? What do you 
feel is most beneficial/helpful for the client?
7. Something that has come up in some of the other interviews is the participants’ 
reactions to thinking of themselves as directive. How do you respond to thinking of 
yourself or your work in that way?
The impact of thoughts about directiveness on therapeutic practice
8. I would like to talk a bit about the notion of embodying theory in therapeutic practice. 
Given what we have been discussing about your views on directiveness, can you tell 
me something about how you might embody these views in your own practice? 
Possible prompts: In what ways do you attempt to be directive/non-directive as a therapist? 
How do your thoughts on directiveness/being directive translate into the experience o f the 
therapeutic encounter? How do you experience your directiveness/non-directiveness in the 
relationship with your client? Do your views on directiveness apply to your work with all 
clients?
Ending the interview
Those were all the questions I wanted to ask you during our interview. Before we discuss 
your experience of the interview process, is there anything else you would like to say on the 
topic of directiveness in therapy?
(Tape recording finishes)
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Experience of the interview process
Before we finish, I would like to spend a bit of time talking about your experience of this
interview.
- Did you feel that the questions in the interview and our discussions covered the kind of 
topics or areas you expected?
- Were there any parts of the interview when you felt you were not frilly understood or 
could not fully express what you wanted to say?
- Do you feel there has been anything negative for you about your experience in this 
interview?
- Do you feel there has been anything particularly of value to you during this process?
- Is there anything more you would like to add to what you have said, or anything you 
would like to ask me?
Thank you for taking part in this interview and for your help in my research.
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APPENDIX 5: BACKGROUND INFORMATION QUESTIONNAIRE
Thank you for participating in this research study. Before we go on to the interview, it would 
be helpfiil if I could have some basic information about you (such as your age, education and 
occupation). The reason that I would like this information is so that I can show those who 
read my research report that I have managed to obtain the views of a cross-section of people. 
The information that you give will never be used to identify you in any way because this 
research is entirely confidential. If you feel comfortable doing so, please fill in the following 
brief questionnaire.
1. Gender:
2. Age:
3. Ethnicity: (tick) Black-African ___ Indian/Pakistani/Bangladeshi
Black-Caribbean White
Black-Other ____ Other (please specify)
Chinese
4. Highest educational qualification: (tick)
None ____ Diploma (HMD, SRN, etc.)
GCSE(s)/0-level(s)/CSE(s) ____ Degree
A-level(s)____________________ Postgraduate degree/diploma
5. Professional qualifications:
6. Professional association(s) currently accredited by:
7. Years in practice:
8: Present job title:
9. Therapeutic setting(s) in which you currently work:
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APPENDIX 6: CONSENT FORM
Existential therapists’ experiences of directiveness and non-directiveness in 
psychotherapeutic practice
The aim of this research project is to explore the concept of directiveness in an existential- 
phenomenological approach to counselling psychology practice.
You will be asked to take part in an informal interview about your views on directiveness in 
therapy. This will include some questions about personal and theoretical beliefs about 
directiveness, as well as your training and work as an existential therapist. The interview will 
be recorded on audio-tape so that, in writing up the research, I can cite participants’ reports 
directly. Naturally, to protect confidentiality, I will not quote any identifying information 
sueh as names and locations. In making the transcripts, therefore, your name and the name of 
any other people or places referred to will not be recorded. All data received from you will be 
respected in accordance with the Data Protection Act 1998. Once transcribed, the audio-tape 
recordings will be destroyed.
If you have any questions so far, or feel you would like fiirther information about this 
research, please ask the researcher before reading on.
Please read the following paragraph, and if you are in agreement, sign where indicated.
I have read and understood the Information Sheet provided. I understand that I am free to 
withdraw fi*om the study at any time without having to give a reason. I agree that the 
purposes of this research and what my participation in it would entail have been made clear 
to me. I therefore consent to be interviewed about my views on directiveness in therapy and 
my therapeutic work with clients. I also consent to an audio-tape being made of this 
discussion, and to all or parts of this recording being transcribed for the purposes of this 
research.
Name of volunteer (block capitals):
Signed: Date:
On behalf of those involved with this research project, I undertake that, in respect of the 
audio-tapes made with the above participant, professional confidentiality will be ensured, and 
that any use of audio-tapes or transcribed material from audio-tapes will be for the purposes 
of research only. The anonymity of the above participants will be protected.
Name of investigator: DONAL MC ATEER
Signed: Date:
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APPENDIX 7: TRANSCRIPT FOR PARTICIPANT 1 -  ALISON
Key:
I = Interviewer, P = Participant. Ellipsis points are used to indicate short pauses in 
speech. Rounded brackets include longer pauses or instances of laughter. Square 
brackets indicate omitted material. All names, places and information referring to 
participants have been altered to ensure confidentiality.
I: Um, ok this first bit is going to be about your therapist training and orientation... um, so 
like, we were just talking about then, um, I would like to ask you about your training to be a 
therapist. Ah, can you tell me a bit about your training and your experience of it? Where did 
you do your...
P: Yes, I started, ah... doing, ah, I think it’s called the combined certificate, at the 
[institution] in London...
I: Right.
P: Yeah. Which was very general, covered everything, was combined skills and theory...
I: Yeah.
P: Which was, I enjoyed enormously, ah, but and yet the... I only found out, sort of stumbled 
across the existential approach when I read the individual therapy and Emmy’s chapter... the 
old individual therapy...
I: Right.
P: Um, because we covered every approach you could think of almost, except the existential, 
uh, and 1 hadn’t quite sort of felt any of them fit...
I; Mmmm.
P: Person-centred sort of, humanistic going in the right direction...
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I: Not quite...
P: ... but not quite...
I: Yeah.
P: And then I read that and I thought ‘yes’ (Laugh), something about this feels, yeah, it’s sort 
of what I already, how I already am, how I already think about things...
I: Yeah.
P: So, that’s basically how I started quite early on...
I: Mmmm.
P: ... yeah, discovered the existential way of thinking, approach...
I: Yeah.
P: ... uh, and my, in the past was like a lot of people in the sixties, y’know, I read sort of 
Camus and Sartre, um, so, that was really the only... experience I had of sort of, that kind of 
philosophy...
I: The existential ideas and things...
P: Yeah, yeah.
I: And so, that was a part of that original training, just a small part that you happened upon, 
just a chapter in a book almost...
P: Well it wasn’t, we had the book...
I: Right.
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P: ... in order to read about Gestalt and we had, y’know, they had a chapter...
I; Mmmm.
P: ... on all the different, uh, and there was existential by Emmy van Deurzen-Smith, so, uh, 
it wasn’t part of the course at all...
I: Yeah.
P: ... and really from that moment on I, I, still I carried on with the course and then I decided 
to go to [institution] to do my diploma because that’s where the centre, that’s where [ ] was, 
uh, but before that, straight away I joined the Society because I phoned [institution] and said 
‘Ahhh! What can I do?’ (Laugh)
I: (Laugh) Yeah.
P: Uh... and, that was very daunting for me, because it’s a live discussion thing and here I 
was... doing my... very beginning...
I: Right, so you joined the society and actually went to...
P: I joined the society and went to regular forums, which was every month, and that was 
unbelievably stimulating, it was just...
I: Mmmm.
P: ... heaven on earth...
I; Yeah.
P: ... I’d never in my life been involved in anything like that, and you didn’t have to say 
anything, but there, sometimes there was not more than eight people in the room, [ ] was 
always there... so, open, questioning, inspiring... I was just full of it...
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I: Yeah.
P: ... full of it, so that’s sort of my association with [institution] started, there, um, and that’s 
where, I continued my training.
I: Yeah...
P: Yeah.
I: ... so then it sort of carried on from there...
P: Yeah, yeah, and I got, and in a sense I didn’t, I never had any clear idea of where it was 
going to end, when I did the certificate, I had no idea, I thought: whatever it is. I’ll gain from 
the experience...
I: Mmmm.
P: ... but I’ve no idea if this is something I’d like to do or not, uh... and I continued a bit like 
that, as long as I’m gaining an... yeah, learning...
I: And you don’t feel like you’re stuck somewhere, you actually felt as if you were...
P: Yeah...
I: Yeah.
P: ... and I really, I had no clear picture of where I was going...
I: Mmmm.
P: ... so I did the first diploma they had there... at [institution], at [institution], uh, and I was 
the only person, there were 14 of us, on the diploma, it wasn’t any particular orientation, but 
I was the only... person who was really, really keen on the existential approach, everyone 
else was from all different orientations...
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I: Yeah.
P: ... which I thought was brilliant...
I: Mmmm...
P: ... absolutely...
I: ... mix of inputs...
P: ... loved that, mix yeah, and I felt I’m taking responsibility, I was expecting to be spoon­
fed...
I: Yeah.
P: ... so, that worked beautifully for me, and then from then, I didn’t do the MA... but I 
jumped... with no first degree to the advanced diploma... now that wouldn’t have been my, 
choice, I would never, never, because I mean I felt always very, sort of the remedial student, 
having left school at sixteen, ah but it was [ ] who uh said ‘talk to [ ] ’... I said ‘[ ], you must 
be joking’... advanced diploma, only sort of the tutors were doing that then.
I: Yeah.
P: [ ] was doing it, [ ] was doing it... all these people... yeah, and she said ‘well, there are 
always one or two places for like, you know (Laugh), thickies like you (Laugh), who haven’t 
got a first degree, we, yeah, you know, have ago’.
I: Yeah.
P: Um, so I was taken on conditionally, with a great, I wish I kept that letter... (Laugh)... 
um... ‘might need help writing essays, and might need extra therapy, might need this and 
that’...
I: Mmmm.
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P: ... and there were six of us for two years on the course, and [ ] and [ ] were the main 
tutors... woo, so that was... good...
I; Quite an experience.
P: ... that was good, and, strangely enough I started working, I was asked to work on the 
foundation and certificate course at [institution], when I was doing that, um... doing 
experiential work and things...
I: Mmmm.
P: ... so actually I started working sort of part-time.
I: As part of a member of the staff like.
P: Yeah. And that’s how it sort of developed.
I: Okay... I suppose then this ties in then with the idea of being an existential therapist and I 
contacted you take part in this because I got your name off the list of UK CP registered 
existential psychotherapists.
P: Yeah.
I: ... so I wanted to ask is this the way you would describe yourself or the way you practice 
therapy?
P: It's close enough... existential phenomenological, I think the phenomenological is really 
really important.
I: Yes.
P: Without that what have you got?
I: Mmmm.
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P: You know, ideas for, Heidegger’s ideas o f being in the world, being towards death.
I: Yeah.
P: Relational, but for therapy, the phenomenological, Heidegger's phenomenological, not the 
Husserlian phenomenological.
I: Mmmm.
P :... which means it’s always in context, inclusive of everything else.
I: Mmmm.
P; ... and that I think is really really important, and having said that, it doesn't mean to say 
that's something I can always, that I achieve...
I: Mmmm.
P :... but it's an ongoing struggle.
I: Yeah.
P; Basically.
I: So what, is that an area of existential therapeutic theory or practice you would consider 
yourself to be most aligned with then, Heidegger's ideas and the application of 
phenomenological...
P: Roughly, yeah, I mean I wrote a paper that was published in the Journal... the society for 
existential analysis Journal, it was my final paper on the advanced diploma on Merleau- 
Ponty... not that I'm an expert or a Merleau-Ponty scholar, but basically the way he writes 
about uncertainty, all of this...
I: Mmmm.
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P :... and connected it to, existential therapy in practice.
I: Mmmm.
P : ... so certain philosophy, that was the one philosopher that really... spoke to me...
I: Yeah.
P: ... what I could understand, what I couldn't understand... yeah... but the bits I did 
absolutely, I would say love at first sight...
I: Mmmm, struck a chord...
P : ... Oh totally emotional...
I : ... yeah.
P: Yeah.
I: And it was the uncertainty aspect of what he talked about...
P: Big thing yeah... yeah, ambiguity, all the kind of stuff that can be called sort of airy fairy, 
not clear...
I: Wishy-washy.
P: ... and I love, love that...
I: Yeah.
P; ... not knowing what the hell therapy is, not being able to, never, you know always being 
caught up in it... not being objective...
I: Not claiming you have the one...
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P : ... yeah, no, there’s never a, exactly...
I: Mmmm.
P: ... so, so many aspects of his thinking, not all of them, but certain, I feel, are 
complimentary to... the work that we do as therapists, from where Pm coming...
I: Mmmm.
P: Yeah. So Heidegger not... my supervisor was Hans Cohn who died, oh three years ago...
I: Yeah.
P: ... and I saw him every other week since 94... he was Heidegger, he wrote two books on 
Heidegger, in existential therapy, which were brilliant, but he was what I would call a 
Heidegger scholar, while I, I approach these philosophers from a more emotional... way...
I: Mmmm.
P: ... rather than... (Laugh)...
I: Rather than studying them...
P: ... but never mind, Heidegger is there, because it's the basic existential’s... that, that we all 
share...
I: Mmmm.
P: ... so there are certain things, that are, that also come out of Merleau-Ponty who was 
influenced by Heidegger, that have come out in a different way...
I: Yeah.
P; ... that I can sort of digest more easily.
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I; Right... so that’s your kind of, theoretical background, if you like...
P: Yeah.
I: Yeah... well with regards to the therapeutic relationship and process, how do you see your 
role as a therapist, in therapy what is your fonction, what part do you play in therapy?
P: I suppose my spontaneous answer would be I'm not sure... (Laugh)...
I: (Laugh).
P: If that sounds right...
I: That is, that is an answer...
P: ... I mean that, yeah, because it is puzzling... I think it is puzzling...
I: Yeah.
P; ... I can't claim... to know, for sure, what it is, you know, what I'm doing and not doing... 
because I think it, it is, we are caught up, I feel I'm caught up with every single client in a 
different way...
I: Yeah.
P: ... and... but I think... to be a little bit clearer, I think my, my role is basically not to be too 
quick off the mark in assuming that I understand what the other person is saying...
I; Yeah.
P; ... so that's the phenomenological way of checking out, I might think I understand, but it 
is... and that is easier said than done, easy with someone who comes from a different culture, 
not so easy if you feel you already have a lot in common...
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I: Yeah.
P :... so that would be something that I’m always always trying to attend to.
I: Yeah.
P: ... you know... I think the basic, probably person-centred, humanistic, come from that... 
you know... being aware of my judgment. I'm not saying that not to be judgemental, we are 
all judgemental...
I: Yeah.
P: ... but just to try to be aware of it, but not pretend it's not there, yeah... to be aware of what 
we share and how we are very, very different...
I: Mmmm.
P: ... but, you know, I consider... I can probably think of some other... things that, you 
know... I think it's probably, that's one of the most fundamental things I would be in... not 
assuming to know what is right or wrong for any other person...
I: Mmmm.
P :... there are many ways to live a life, and I think what therapy can offer, this is ideal, this is 
the ideal, is, which is so unusual and so, almost artificial, is to be able to sit with someone 
who doesn't assume to know what's better for you...
I: Mmmm.
P: ... you know, your friends will come in and say: "oh but you shouldn't do that, oh don't do 
that, leave that woman..."
I: Yeah, it's a different kind o f relationship...
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P: ... but, it's very tempting, as human beings you want to do it, you want, you know, I think 
it's so unusual, I think it's so valuable to be able to talk to someone who... leaves all the 
time...
I: Yeah... so that would be...
P: ... that would be quite basic...
I : ... Mmmm...
P: Yeah.
I: So that would be how you would aim to help clients, is to be in that way with them, is what 
it sounds like...
P: Help or try...
I: Yeah... I mean if you have clients coming to see you and your thinking about helping them, 
and I suppose I'm wondering what it is your aim would be to do to help this client...
P: Absolutely... it's just to be aware and I, and the same as a supervisor, this is what I try to 
work with, you know, not an ideal of how therapists should be or how, well I work with a 
psychology course at [institution], it doesn't matter if we are working with other people, but 
actually, you know, what we're really thinking, and to be aware of that and wonder how that 
could possibly... come across to the other person, how that might close them down...
I: Yeah.
P: ... it might not, it might open things up...
I: Mmmm.
P: ... I mean everything, everything I'm saying is always coloured with the: ‘but I can't be 
sure...’
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I: Yeah, that seems to be the key factor in your...
P: Yeah... you know, in good faith you can say these things...
I: Yeah... so with, with that kind of idea in mind, what, can you identify if you have any 
goals in therapy as a therapist... or what your role as therapist involves doing in terms of 
methods that you use in your role as therapist...
P; Yeah, methods is a tricky one, because that sort of sounds a bit like a technique...
I: You mean the term, yeah.
P: Yeah, and I find it, and yet... I suppose different people mean different things by it, but, 
goals, if this can be a goal at all... in a general, you know, and it’s very difficult because I, to 
generalise about all these different people...
I: Yeah.
P: ... but I think ideally. I... hope. I'd like... doesn't always happen, of course it doesn't, is that 
someone can leave therapy and I have to say when that person wants to... yeah?
I; Yeah.
P: I could, might imagine there are all these issues, they should stay on, someone says "I'm 
o ff  to me, wonderful...
I: Yeah.
P :... I have been made redundant, great, so they can go it alone... (Laugh)...
I: Yeah.
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P :... so 1 have no, and this has been consistent, there, but I think if they can walk off, leave... 
therapy... and, some how, have some kind of blind faith that they can, that shit will happen... 
(Laugh)... yeah?
I: Yeah.
P: Things will go wrong, all the issues, you don't sort your issues, they'll all come flooding 
back...
I: Yeah.
P: ... in different situations, but that you can actually...
I; Cope with it...
P: ... Cope with it...
I: Yeah
P: ... and I think that's about, would be my goal...
I: Mmmm, to have them...
P: Yeah, to say "okay. I've got to feel down, I've got to this, you know, injustices happen, but 
this is part of life as well"
I: Mmmm.
P: ... yeah, so that sort of existential thing that, there isn't a kind of ideal...
I: Mmmm.
P: ... being able to, find their particular way, which will be different from mine in, as they go, 
weathering that storm, so it's not about sending someone off having sorted their issues,
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because to me that would be the opposite from my way of thinking, the existential 
approach...
I: Mmmm.
P: ... it's actually sending someone off... with the ability to... grasp, slightly grasp, yeah? 
That these things will never be sorted...
I: Yeah, yeah, it's the...
P : ... if that makes sense.
I: ... yeah, it sounds like them being more equipped not to rid themselves of these issues, but 
these issues will be there...
P: Yeah, to face them...
I; to live... with...
P: Yeah.
I: ... whatever life's going to throw at you.
P: Yeah.
I: And that’s consistent as well with the whole idea of not really knowing what's going on 
and not really...
P: Yeah, and I mean it's not a really... clear goal, in that sense, but it's, I think it's legit and 
not...
I: Mmmm... it's not, it's not solution focused there as you say, so it's not, it's not as easy to 
state things like that in existential therapy...
P: Yeah.
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I: ... which is something that interested me when we were learning about it as well...
P: Yeah.
I: ... so as you are aware I wanted to talk about the concept of directiveness in therapy... and 
sometimes I've read or heard people refer to therapists or forms of therapy as being either 
directive or nondirective...
P: Yeah.
I: ... so I wanted to ask what do the terms directive and nondirective mean to you?
P: Yeah, well I suppose, again just to answer without giving it too much thought, to think: 
"Oh dear, if someone accused me of being directive, I wouldn't like it at all"... (Laugh)...
I: (Laugh).
P : ... and then I would have to ask myself, well what would be so insulting about that?
I: Mmmm.
P: Yes? And I suppose... I think well... that means I'm assuming I know what's right. I'm 
trying to push the person in a certain, in a direction, in a certain direction...
I: Mmmm.
P : ... but, I'm quite... powerful in that... yeah?
I: Sure.
P: So, in simple terms that's to me directiveness, yeah? But then there's the other flip side to 
it that I think... I can be experienced by the other person as being directive...
1: Mmmm.
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P: ... yeah, and there are moments when I probably am... yeah? And I'm not being aware of 
it...
I: Yeah.
P: But I might some how, just by how I'm responding... yeah?
I: Yeah.
P: You know, we pick up minute little things from each other, and think "Oh, oh so maybe 
that wasn't the right decision"...
I: Yeah, so sort of steering people...
P : ... so in a subtle way, I could still be exp-, be directive.
I: Yeah.
P: But... not in terms of that I'm aware that it's something I would feel... yeah, that was a 
good thing to do because this person needed to know... needed to be put on course.
I: Yeah... not in terms of that or in terms of that?
P: No, that. I, I... I would never set out to do...
I: Yeah.
P :... knowingly...
I: Yeah.
P: Yeah?
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I: Mmmm... so when a therapy is... is referred to as nondirective, then what do you think this 
explains about that therapy that makes it nondirective, or directive, what makes a therapy 
directive?
P: Yeah you see, it's not even. I'm just thinking now I suppose, nondirective for me is
when the therapist as much as possible follows the client... or a patient or whatever...
I: Mmmm.
P: ... and... directive I think would be sort of... an example of that would be the therapist 
saying: "Oh how about. I've got a piece of paper and some crayons, here you go, maybe this 
will help out... putting this down...
I: Yeah.
P: "... in that particular way." So there is that kind of directiveness I suppose, where I would 
step forward, yeah?
I: As a therapist...
P: As a therapist, and come in suddenly with some idea... and the person, the client would 
comply...
I: So it's about the introduction of your idea... and their compliance with that.
P: It would be, exactly, I would be taking, making the first move... whereas I have no 
problem, someone. I've seen, seeing someone, and someone comes along and says: "I'd really 
like to also, you know, do some, put things on paper..."
I: Yeah.
P: ... and I'll say that's fine...
1: Yeah... and that becomes part of your work...
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P: I'll follow along and, and we'll see where we go because I think that's my job... yeah? 
To... you know, where I feel... comfortable enough with... yeah? Because there will be cut 
off points, if someone comes in and says: "I want to strip off and sit here with no clothes"... 
there is a cut-off point. I'll say: "thank you very much, no... (Laugh)... because I'm a 
therapist..."
I: Yeah.
P: If that's, so I'm not saying that I automatically go along with everything...
I: Yes... but that seems to be what's important...
P: But that's... but that's another sort of example of for me what directiveness is... yeah... and 
then another way of. I'm probably not answering your question, but I'm just thinking... I 
could say that in a way it's impossible not to be directive, in that, this wonderfiil sounding 
equalisation, you know, where you listen...
I: Yeah.
P: ... try to listen to everything equally...
I: Yeah.
P: Or that kind of person-centred... assumption that, you know, you're completely... neutral 
and non-j udgemental, yeah?
I: Yeah.
P: And... that's impossible because a person will be talking talking talking, and at some point 
I will...
I: You'll react...
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P: ... step in, I'll react, and I'll, something will be highlighted... so, it might not be at all... in 
keeping with, what the, you know, or, or the most important thing, or that's significant... for 
my client but... for some reason or not it stuck out for me...
I: Mmmm.
P : ... so that is a form of... being directive...
I: Yeah, by your response to...
P: My response... and I, it might not be, it doesn't mean it's negative necessarily, but I think 
it, it can't be helped, I don't think it's possible to think about like that...
I: Yeah.
P: ... not to be... I think there is an arrogance in assuming that "oh no I'm never directive"... 
it's like it's wrong... (Laugh)...
I: (Laugh).
P : ... I wouldn't... I don't set out to... from, a certain place of I know best...
I: Mmmm.
P :... what's good for you, because that's one thing that really really gets to me...
I; Yeah.
P: ... really, big-time... (Laugh)...
I: It rubs you up the wrong way...
P: Oh, and how, and how, so... yeah, I don't know if that was a confusing answer...
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I: No, I mean...
P: ... answers...
I: ... those are the kind of things, I mean I have all sorts of prompts here, and those, you 
were... going along the lines of the kind of questions I was wanting to ask...
P: Okay, it is that how...
I : ... you know, sort of examples of directiveness...
P : ... how one thing could lead to another?
I; ... yeah... and the next part of that would be... how would you describe existential 
phenomenological therapy in terms of either directive or non-directiveness?
P: Right, I think... knee-jerk reaction would be nondirective... because basically the 
phenomenological... idea, which is to check out, check out, yeah? And not assume to 
understand, not assume to be expert, not assume to know what is right or wrong...
I: Yeah.
P: ... for any particular person, so that kind of way of thinking is in keeping with, generally, 
nondirective...
I: Yeah.
P : ... yeah... that's on one level, in a simplistic kind of...
I: That's a theory based...
P: ... that's a theory, yeah, but, but actually what happens on the ground, of course as we 
know is quite different...
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I: Mmmm.
P : ... because we're human, and... (Laugh)...
I: Yes... (Laugh)... and that's...
P : ... we're not machines, you know...
I : ... that's the application of the person to person angle...
P: Absolutely, absolutely.
I: ... of the theory... how would you say then that existential therapy compares to other forms 
of therapy, in relation to their directiveness or non-directiveness?
P: Ah, oooh... I mean the assumption, which I don't find... always rings true that, cognitive- 
behavioural is directive...
I: Mmmm.
P: ... yeah? Being accused of being directive...
I: Yeah, yeah.
P ;... and... in my experience that is not necessarily so.
I: In what way?
P: It depends again who the therapist is.
1; Yeah.
P: I'm sorry, it always goes back to that...
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I; It does... that's the realistic part.
P: I mean you can have existential phenomenological therapists that are incredibly, what you 
would call, I would say psychoanalytical...
I: Mmmm.
P: ... yeah? And there is a form of directiveness in that, psychoanalytical, psychodynamic 
approach I think, because it's very much so because... that depends, if the therapist... 
understands in the way that everything comes... is a cause and effect almost from childhood, 
first relationships, yeah?
I: Yeah.
P; Then, and, if the therapist chooses to... take the client back, wants to find out specifically 
about that childhood in order to help the client understand... Mmmm, I have difficulty with 
that, that would be directive...
I; So it sounds like that's about their agenda or something like that.
P : ... I think that's the therapist’s, yeah, theory...
I; Yeah.
P: ... yeah, and again I'm not saying that that couldn't be useful to someone.
I: Mmmm.
P: Who knows? Yeah? But I think that's quite different than... someone coming to see me... 
and choosing, saying; "I just need to sort out what the hell went on, you know, with, in my 
family when 1 was..."
1: Yeah.
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P :... if that's what every therapy session is going to be, absolutely fine. ^
I: Because the client has introduced that.
P: That's their, yeah, and of course it's valuable, of course we're all. I'm still the six-year- 
old... (Laugh)... as well as 60-year-old, you never, you know...
I: Yeah.
P: ... that fits very much with the existential view of past and present and future, they're all 
connected, always, you can't have one without the others... so there is always a relationship, 
always a connection.
I: Yeah.
P: How we are now with what we previously experienced.
I: Yeah.
P : ... what we're hoping for the future.
I; So it sounds like the difference then, you're, you're getting at between existential and 
psychoanalytical, psychodynamic, is that... that is already there within the framework of the 
therapist, that that should, there should be a connection, would that be right?
P; Yeah, there, there is already, yeah, the word already actually, you used it... and, for me 
that's incredibly important... the idea of, and that fits in a kind of nonintellectual way with the 
Heideggerrian thinking like we... like we’re already doing is expressing who we are, how we 
are in the world, how we live our lives, yeah? So, already, yeah? How I am with my 
clients... is also an expression of how I think about things, my theory, I don't connect my 
theory to the practice as if it's a separate thing, it's already... (Laugh)...
I: Because it's the way you've trained, it's what you're interested in, it's what...
153
P: Yeah, and who I am as a person and what sense I make of it, and how I'm responding to a 
particular individual.
I: Right... so the directiveness in... psychodynamic work...
P: Yeah.
I: ... the difference would be that... part of that individual, the psychoanalytic therapist, is 
their theory and their theory is...
P; Yeah.
I; ... the general cause and effect connections between childhood and what's going on now.
P: Yeah, and you see, I think the same thing can happen with any approach, also existential, 
yeah? There is, there's a danger that... that existential therapists some how... start to spot all 
those existential... things in their client...
I: Themes, yeah.
P: Yeah. Aha, isolation, meaninglessness, nothingness, you know, death anxiety, and that 
can be really dodgy... that's fine, that's our personal belief... we all have different beliefs, but 
dodgy if the therapist then tries to convert the client... (Laugh)... I dread...
I: Yeah.
P; ... yeah, don't go any further, so... yeah, I think... there's a temptation, yeah? Anyway for 
all of us to put our own, agenda on beliefs, so back to that other kind of human, isn't it kind 
of, directiveness...
I: Yeah, the part that is always there...
P : ... because we're human, because we have certain beliefs, because... yeah?
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I: Yeah.
P: It, it’s automatic, you can slip into very easily...
I; Mmmm... yeah... well how important do you feel the concept of directiveness is to the 
client's experience of therapy then? I mean we've talked about...
P: Oh right, yeah...
I: ... what one aims to do and aims what not to do, but in terms of the client’s experience.
P: ... the client, so when you say that... do you mean that it, from a useful point of view?
I: I think, I think I'm getting at, what the results or the implications of being directive or 
nondirective would be with a client, you know, what are the reasons for aiming to be 
directive or nondirective in terms of the effect it would have on the client.
P: So... how the client might experience it.
I: Mmmm, yeah, and what is beneficial or not in those particular terms.
P: Yeah, could be very beneficial, I mean, for some people... yeah?
I: Mmmm... which could be, being directive?
P: It could be, I mean I'm thinking again. I, I only have myself, yeah? On a good day in a 
certain mood in a certain context... you know, that kind of thing they want: "come on just tell 
me, just help me, just give me a, yeah, clue, something to, yeah"... I'd love it if someone... 
(Laugh)... could...
I: (Laugh)... point you in the right direction.
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P: So I mean, I don't, it doesn't necessarily have to be a bad... thing, yeah? But... 
directiveness, it can also I think be experienced as disrespectful, undermining, not trusting, 
yeah?
I: So these are the kind of things, I mean... I suppose I go back to your reaction whenever 
you, whenever you talked about psychodynamic theory, wanting that cause and effect, and 
you made almost a gesture as if: "don't like that", that directive side of things.
P: Don't, I think if it comes, it's on behalf, I would be assuming to understand something on 
behalf of someone else, it's like I mean, you know, you, you tell me a little bit about your 
background, "aha!...
I: And you tell me the way it is.
P: ... so that's why", and then you get pissed off about it and I say: "aha," you see, now I 
know I'm on the right track because I'm really getting to you...
I: Yeah.
P: So, no, it's, it's very much the attitude... towards, you know, it's... I mean I'm... absolutely 
certain that I've seen people who just thought: "God, that's a waste of stuff, time," I'm, I'm 
not directive enough...
I: Mmmm, not what they expected kind of thing...
P: Not what they want and expect, and I respect that... yeah. I've pointed people... towards a
cognitive-behavioural I don't think I've ever pointed anyone towards a psychoanalytical
approach, but if I knew of someone who was... and I do have friends who, who are, you 
know, small p psychoanalytical... (Laugh)...
I: (Laugh)... yeah.
P: That, and... I wouldn't hesitate if someone was interested in a, because of the person and 
their attitude, the humility factor...
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I: Mmmm, so again it's about the person...
P :... it so much down to the...
I : ... of the therapist.
P: ... yeah, yeah... and there are lots of so-called existential... therapists that I think "oh my 
god, you know... no way"...
I: Mmmm.
P :... and, and to me they come across as... the worst of the psychoanalytical... yeah?
I: Yeah.
P: So... who knows?
I: Yeah it's about, about what the person represents.
P: So, I mean I can, I know that, you know, I think for some people that is helpful... and I 
wouldn't say there is anything wrong with that because I, you know, it's like... everything 
else... you know... some person can lose weight and their whole life can be turned round, and 
I think well what's that about...
I: Mmmm.
P; ... you know, they can have a nose job and they, suddenly they're, you know...
1: A different person.
P: ... yeah... you can start anywhere... as everything is connected, you can start there or there 
or, you know...
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I: Mmmm, so it doesn't sound like you have any qualms really about... a directive kind of 
therapy like CBT...
P: If the person on the receiving end, the client, if it genuinely, if they are engaged in that 
way and that's what they feel is really helping... if they get this feeling that there's a kind of, 
there is a safety there, there can be an incredible sort of safety, you know, you've got home 
work to do and you come back, you, a bit like Weight Watchers, you know... (Laugh)...
I; Yeah.
P: ... rather than on your own, yeah? There's a different kind of... relationship... so, if it suits 
that person... fine, and I have to say that everything I'm saying come from a very personal, 
my point of view. I've always been pretty bad at being told what to do... (Laugh)... so it's not 
a clever theory, it is always very very... subjective and very personal...
I: Mmmm.
P: ... yeah? Never very good, never very good at school because I like to choose what I want 
to do when I don't, and I don't want someone coming...
I: Yeah.
P: ... so... but not, yeah, so I mean there is that completely...
I: Again it's about you as the therapist, it's about...
P: ... it's personal, yeah... because I think that is always there, so it never washes with me 
when therapists just talk about their theories and say: "yeah, yeah," but the theory is you as 
well and you are your theory, yeah?
I: Well, that leads on to this next part... (Laugh)...
P: (Laugh).
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I: ... it's about this notion of embodying theory in therapeutic practice...
P: Oh yeah...
I: ... given that we have been discussing your views on directiveness, or non-directiveness, 
can you tell me something about how you might embody these views, in your own 
practice?... Is that too general a question?
P: So embody...
I: In what ways do you attempt to be directive or nondirective as a therapist, I suppose, the 
actual...
P : ... oh, is it that, you're talking about, almost as if, almost as if it's not a technique, but it's in 
your way of...
I: Yeah, we've been talking about our ideas about what directiveness or non-directiveness 
might be, but... how do your thoughts on directiveness or being directive then translate into 
that experience of the therapeutic encounter?
P: Right, right... so in other words about what I do and don't do...
I: Mmmm, yeah.
P: Yeah... and it's interesting when you say as a therapist I'm also talking about supervision, 
because I don't see it as very...
1: Sure, it's therapeutic as well...
P: ... it's very indifferent, it's very amenable, another paper I wrote... (Laugh)... completely 
questioning the whole concept of supervision...
I: Mmmm.
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P :... which I feel doesn't meet with existential thinking...
I: Right.
P : ... totally... but so whenever I talk about myself as a therapist I'm also...
I: Talking about a supervisor as well.
P: ... as a supervisor, okay?... so it, I think the non-directiveness probably comes in from... 
always over reminding myself that I honestly don't know what is right or wrong for another 
person... you know that basic, stuff... I also don't know what is going to be helpful... in our 
time, in our relationship, and I don't, if something... I think and again, obviously 
supervision... what I try to do, yeah, and sometimes more successful than others times, is... 
do less...
I: Right.
P: ... right? And, you know that wonderful stuff that sounds so wonderful, by doing less 
you're doing more, but I really do believe, yeah?
I: Mmmm.
P: And it's something about leaving... the door open, leaving that space...
I: Yeah.
P: ... yeah, for another person who I know the tip of an iceberg about, you know just hardly 
anything... yeah, so there are so many unknowns to, for surprises, for them, to fill the space...
1: Mmmm.
P : ... but it doesn't mean that I'm not doing anything, you know, it's so often...
I: Because...
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P :... it's not, it's very, this is where I see this "being", you know quite often you hear this, you 
know, just be, your being quality, and that trainees will say: "yeah, but I'm..." there is a limit 
to how much being you can do, at some point you've got to start doing stuff... (Laugh)...
I: (Laugh).
P: What makes us always assume that being...
I: Isn't doing something...
P: ... isn't doing... yeah?... (Laugh)... never mind, so, yeah it is... but I now, for myself, I can 
catch myself when I... feel I'm doing too much, that says more about my insecurities and 
trying to show that I'm a good therapist, I feel that person is a really... has high expectations 
that, my God, I'm never going to fulfil...
I: Yeah.
P: ... and so I'm trying to kind of... it's more to do with me... yeah?
I: Yeah.
P: So it is this balance between this... doing too much and, holding back, and waiting, here's 
the uncertainty thing, first something real to emerge between us, you know that kind of thing 
when you're... let's say you're in a small group, and... you can either step forward and say 
something, which is sort of to impress or to impress other people in the group or you think: 
"Oh that would be a clever point now", but there is also that kind of stuff where you haven't, 
you just wait and wait and wait and wait that much longer, yeah? With no pressure to say 
anything, yeah, but there comes that moment sometimes when you just... oooh, it comes out 
so spontaneously, and that's what I hope... can happen in therapy and supervision.
I: In therapy, right.
P: Not to feel the need to, yeah, to resist that, and if I feel the need to resist it... much longer 
than I feel I should, and nine times out of 10 it pays off.
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I: That something will happen then...
P: Something will happen and I haven't a clue, I have not a clue how it's going to come about, 
or what it's, what it's going to be.
I: So by taking a step back... that would be an aim, you know...
P: Yeah, yeah.
I: ... of sitting back and allowing that space so that when you see the tip of the iceberg you 
don't think you know the whole person and you've got it all.
P: Yes.
I: You want to see the rest... of that person, and allow, giving that space allows...
P: Yeah, and also this thing about when I'm surprised, as happens, by something the client 
has, and "oh my god, I would never have thought..." or... whether in supervision, it always 
shows me yet again that I assume to know, I assume to understand, I wouldn't be surprised 
otherwise.
I: Mmmm.
P; So I think: "uh-oh", so it's a constant...
I: You're catching yourself all the time...
P : ... all the time catching yourself, and it'll go on forever and ever.
I: Mmmm... so that, so that is the, your embodiment then...
P: 1 suppose, I mean 1 don't know if that answers your question... and I know that, you'll 
probably leave today and I'll think: "Oh gosh, I should have said this that and the other"... 
(Laugh)...
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I: (Laugh)... but that's the thing with this kind of topic especially, I think it's a very... it's an 
ongoing kind of thing...
P: Yeah.
I: ... and you have answered the question, I mean... the thoughts, just the thoughts about... 
how you're aiming to be directive or nondirective seems to be coming out in that sitting back, 
I mean...
P: Yeah.
I: ... would I be right in saying that you would equate that with non-directiveness... that 
sitting back and not... always getting in there and putting in what you want to put in...
P: Yeah, yeah... because there are lots of things that I could, and I mean that, hearing you say 
that, what you want to put in... a lot of things come and go, I have to let them go let them go 
let them go, because I think well, Mmmmm... anytime we step in, we are directive... yeah, it's 
an interruption...
I: Yeah.
P: ... yeah? And, I'm never to know what would have happened if I hadn't... (Laugh)... you 
know how we can jump from one... almost topic, and I think it's terribly terribly important 
changing direction. I don't see it as "Oh, but you were talking about this now and now you're 
talking about..."... that's how it goes, that's real, that's fine.
I: Yeah.
P: So, I know that, you know, whatever, whenever we step forward it's a jarring and a kind 
of, yeah?
I: Mmmm, yeah.
P: You know, and that's okay, that, we'll survive that, so the holding back is crucial, I feel...
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I: Okay.
P :... but drives other people crazy of course, it doesn’t work for everyone.
I; Depending on, yeah, what their expectations are...
P: Like, come on, you know, yeah.
I: Yeah, I mean that's, that's certainly feeding into that kind of... well, I mean that's a general 
conclusion to what we were talking about in terms of... the therapy, what... what your view 
on existential therapy is, what, where directiveness may come into that and then how... you 
might embody that in some way...
P: Yeah.
I: ... either directiveness or non-directiveness, and I suppose I'm just, in this I'm exploring
what that term is, how we use it... what place it has... in this kind of work you were going
to say something?
P: I don't know, I mean it's interesting. I'm just thinking that another thing is of course that 
there are certain areas I suppose I'm quite directive in, yeah?... I choose... I play a big part in 
deciding when I want to see clients and when I don't... (Laugh)...
I; Obviously... (Laugh)... yeah.
P: So... nine times out of 10 I'll say: " sit there"...
I: Yeah.
P: ... or sort of "huh. I'll sit here" and certainly, well, perhaps they can choose to sit there... 
my thinking is because a window is there, my neighbour's rubbish bins are out there during 
the day, you know, these are distractions, they're sort of things that might be happening...
I: Yeah.
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P: ... which is nonsense because why would anyone be bothered? But that's why... I mean 
I'm directive in those... kind of ways, yeah?
I: Yeah, well I was going to, that was one of my maybe questions, was do your views on 
directiveness apply to your work with all clients? You already mentioned that you would 
refer somebody on to CBT depending on what you thought...
P: Did I, sorry?
I : ... that you would refer somebody on to, to cognitive-behavioural work...
P: Yeah, if they feel...
I: ... if they felt that way.
P: ... if it comes out of how we are together, if it seems that that's something they really want 
from me. I'm not a jack of all trades, I am the way I am... and as I feel that’s short-changing 
them... then, have a go, try...
I: Mmmm.
P : ... because it could be... yeah?
I: Yeah, and it doesn't necessarily fit with your... aim to be nondirective...
P: No, no, no it doesn't say to me "Oh dear I've got to be more directive"...
I: It's just not the kind of work you do...
P: It's not, and yet I am probably in some other ways... you know, as I was just saying, the 
way you can't help it, by choosing to talk about, noticing certain things and not other things... 
that no, it's... I think it is wasting everyone's time, yeah? And I have limitations, yeah? I... 
(Laugh)... and I find the worst possible thing is to try to please everyone... total recipe for 
disaster...
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I: Mmmm.
P: ... yeah? "Oh, let's do this chair work..."... yeah, people who can do that... successfully...
I: (Laugh).
P : ... I mean who am I to. I, I wouldn't, I say "well, you know, if you feel confident"...
I: Yeah.
P : ... yeah? But I don't, so I'm, I don't step outside of what I feel... familiar with.
I: Well, again it sounds like... it's not something that you... it's not something that comes from 
your theoretical...
P: No.
I: ... interest and things like that, so, you as a therapist... like you said, the theory is you and 
you are the theory...
P: Yeah.
I: ... that doesn't... the aim to be nondirective in there, that part of the work, doesn't seem to 
fit with "okay well let's do this then, we'll do a bit of this, a bit of CBT a bit of that", it's... it's 
the existential phenomenological approach that...
P: Yeah.
I; ... is the foundation of what you do...
P: It's a particular, yeah, exactly... and you see everything comes from that... way of 
thinking...
I: Sure.
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P: ... yeah? And... it's not for everyone... you know... but having said that, I have no problem 
at all with... I seem to have a long, lot of, you know, I used to see a lot of trainees, I don't any 
more... who, you know, talk about the unconscious and how all of that, you know... I'd, I 
don't, or about the true self and the false self, all these things are no-no’s in the land of 
existential therapy...
I: Yeah... (Laugh)...
P: (Laugh)... I feel that... you know, the client is the one that's directing... (Laugh)... and I 
have to, you know... I think as therapists one of our main, biggest struggles and skills has to 
be in adapting... and trying to get our heads around different ways of being, different, you 
know, which is quite a task...
I: Yeah.
P : ... quite a difficult thing and I think... when we talk about skills, that's a big, mega-skill as, 
as human beings, that have only led a certain kind of life, had a certain kind of background, 
had a certain kind of experience...
I: Yeah.
P : ... you know... there is, that's a lot to be getting on with without having to worry about... to 
me, kind of mediocre skills that we should... let go of and just be real, and struggle of those 
basic things... (Laugh)...
I: Yeah, yeah... so it's about, again it's about following the client's lead...
P: Yeah, yeah, as, you know, it's not humanly possible to always do that, but as much as 
possible I think...
I: Yeah.
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P: ... it certainly, I believe can be beneficial, and quite a mind-boggling experience for 
someone to be... with someone else, yeah, who doesn't always push their own... stuff at 
them...
I: Yeah, their own agenda... well...
P: God, you know I've never talked so much in my life... (Laugh)...
I: (Laugh)... it has been... it has been very interesting, and...
P: Oh God, I'm getting bored with myself...
I: (Laugh)... it's a, it's a topic that, I mean well clearly we are talking about existential... 
phenomenological therapy here, and that's... something that you've devoted a good part of 
your life to, so...
P: Mmmm.
I: ... it's something, it's something that I'm sure you're able to talk about...
P: Yeah.
I: ... we are, we are coming to the end of the interview anyway and I suppose I just wanted to 
have that check in to see... is there anything else you would like to say on the topic of 
directiveness in therapy, or existential therapy... before we discuss your experience of this 
interview...
P: Yeah.
I: ... is there anything else you'd like to add?
P: ... it's very interesting because directiveness has I think come much more to the fore in my 
role as supervisor... and that in itself has made me think, well more sensitively or clearly 
about... how I am as a therapist...
168
I: Mmmm.
P : ... yeah?... you know...
I: So you would see yourself as being more directive... you would see yourself as being more 
directive as a supervisor?
P: Well, there is a, the brief of a supervisor is to be... in there, knowing what to, you know, 
taking responsibility... (Laugh)...
I: Yeah.
P: ... and all that nonsense... (Laugh)... yeah, and I'm working in a training... College, yeah? 
So I suppose the directiveness... the one area I think fair enough, if they are choosing to do 
the advanced diploma in existential psychotherapy... what has to be before is the, how the 
thinking is expressed in the... yeah?
I: Yeah.
P: So I will bring certain things into, "let's think about that", so I'll be directive in that way... 
and that makes me think of in what way am I directive... am I less directive in the, in 
therapy?
I; Yeah.
P: And I suppose probably unintentionally I may be more directive than I think I am...
again like I was saying earlier, you know...
I: Yeah.
P : ... we sort of... choose, yeah?
I: Certain things...
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P: Yeah...
I: ... we choose to pay attention to...
P :... exactly, so in a kind of through the backdoor, yeah?
I: Yeah.
P: A kind of closet directiveness...
I: (Laugh).
P: (Laugh).
I: That's a good way of putting it... (Laugh)...
P: (Laugh)... yeah, us existential phenomenological therapists, you know, we don't do that, 
that's in, in the ideal world, but I think we're... yeah, no less human, or superhuman...
I: Mmmm.
P: ... you know, so I really do see it as a very human... way of, you know? Being, and also 
dealing with our own anxiety and, you know?
I: Mmmm, yeah.
P: Just getting in there and getting something... going, you know, so, yeah, so I don't know... 
I think that's about all I can think of...
I: Mmmm... and that's good, I mean I... 1 think it's good at the end of the interview to give, 
just give you that opportunity, open...
P: Mmmm.
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I: ... so to speak, and just say "well, is there anything else you want to say on this?" Rather 
than... having these questions that...
P: Mmmm.
1: ... but yeah, I will finish the... tape recording now and then we can talk a bit about... your 
experience of the interview.
P: Well, I can add on record, if you want my experience...
I: Okay.
P: ... and like, just to add onto that little bit I said, would be to maybe, I think starting off, you 
know that, as an existential, I don't know, you haven't interviewed a lot of existential 
therapists, probably... most will say we're not directive...
I: Mmmm.
P: ... that goes completely against the existential phenomenological... but the longer I think 
about it, the more I've been talking about it, I think well maybe I'm a lot more directive than 
I... (Laugh)... like to think I am, so I would say that, in a nutshell that's what I've got out of 
today.
I: Right.
P; Yeah?
I: Yeah, that's interesting.
P: (Laugh)... so, yeah... food for thought...
I: Yeah... certainly has been...
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P: And what has again become for me, is always keep your supervision, or your supervisor 
alongside... because I always find so much alike...
I: Yeah, thinking about both of them...
P: Yeah.
I: ... they're not mutually exclusive, it's not... yeah.
P: So... thank you for that... back to the drawing board... (Laugh)...
END
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Illuminating directiveness in CBT: A grounded theory of 
practitioners’ influence on the therapeutic process
ABSTRACT
This research explores the concept of directiveness and therapist influence within cognitive- 
behavioural therapy. CBT is often referred to as directive, and therefore seems incompatible 
with other models that are seen as non-directive. This study aimed to address these 
assumptions by shedding some light on what directiveness means for therapists applying 
CBT in their work and what part they play in directing the therapeutic process. 8 practitioners 
currently applying CBT, or approaches deriving from it, in their practice were interviewed 
about their experiences of directiveness. These interviews were transcribed and subjected to 
grounded theory analysis, which attempted to obtain a localised theory grounded in 
participants’ data on what the process of ‘being directive’ in CBT involves. Two of the five 
core categories that emerged from the analysis were reported, as well as a significant sub­
category. This sub-category highlighted the activity of participants in adapting CBT to fit 
both themselves and their clients as part of contributing to the directing of the therapeutic 
process. The two core categories outlined how participants monitored their directiveness and 
how this was closely linked to collaborating with the client in directing the therapy, 
contributing to a sense of “mutually informed direction”. The implications of these findings 
are discussed in relation to the clarifying of the process of directiveness within CBT and the 
relevance of the individual practitioners applying it.
[ Reflections on the use of self are in italics contained within square brackets ]
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INTRODUCTION
The term ‘directive’ is often applied to cognitive-behavioural therapists to describe the way 
in which they work with clients (Beck, 1976; Freeman & Jackson, 2002). It is also something 
that serves to separate CBT from other ‘non-directive’ therapies, such as various person- 
centred and existential models. The reader will undoubtedly be aware of this distinction 
between different approaches to client work; however, what ‘being directive’ in therapy 
involves might not be immediately apparent.
Cooper (2003) suggests that a therapist is directive when they influence the process and 
content of therapy by introducing their own topics and issues. When an approach is 
considered to be non-directive, it can be defined by its intention to avoid pointing the client 
in any particular direction. Existential-phenomenological therapy is argued to fall more 
within this non-directive category, with the aim being to avoid a goal-directed or directive 
approach to client work (Spinelli, 2005). Conversely, as noted above, cognitive-behavioural 
therapy is depicted as an active and directive approach with a greater focus on structure and 
the setting of goals. To a certain extent, the conceptualisation of the two therapies as either 
directive or non-directive appears to represent the epistemological differences between them 
and gives the impression that they cannot be reconciled. Given such seemingly opposing 
ways of working, one of the questions it raises is whether practitioners who see themselves as 
non-directive would feel that practicing CBT or integrating it into their practice would be 
possible.
Recent work by Wills (2006) has suggested that there are several ‘prejudices’ or 
misunderstandings that therapists can have about CBT, which serve to hold them back from 
considering it as a way of practicing. Among these was the feeling that it was just too 
directive, and that it could not be adopted into approaches that were more aimed at listening. 
His study with trainees changing therapeutic models to begin work in CBT revealed that 
those who had most difficulty in adapting to the new way of working were those who felt this 
directiveness would stem from the principles of the approach, which were viewed as 
‘fundamentalist’ rather than pragmatic. However, with more exposure to CBT work this was 
found not to be the case. Despite the portrayal of CBT practice and therapists as directive, 
this particular approach places a lot of importance on collaboration in setting and attending to 
the goals of the therapy (Wills & Sanders, 1997). There are therefore limits to the
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directiveness of the therapist due to the collaborative nature of the model (Freeman & Oster, 
1998). Given this emphasis on collaboration between therapist and client in CBT, it seems 
that the general descriptive term ‘directive’ is misleading, and throws the automatically 
directive component of CBT into question. Yet, a clear picture of what is involved in the 
directive processes of CBT still remains unavailable. Therefore, this research aims to 
illuminate the notion of directiveness in CBT and facilitate a move towards better insight into 
what is involved.
The aim to explore cognitive-behavioural practitioners’ experiences of directing the 
therapeutic process lends itself to qualitative methods in research. Given that this is an area 
that has been poorly defined and under-researched, and considering the lack of theory to 
explain the process of directiveness, it was felt that a grounded theory approach would be the 
most appropriate. This would seek a localised theory grounded in the data obtained from 
therapists that could help to shed some light on what contributes to being directive in CBT, 
and would hopefully help in understanding what influences therapist’s influence on the 
process. Exploring how CBT therapists are directive, as opposed to simply referring to them 
as such, might help other trainees and professionals to make a more informed decision about 
whether they could practice in this way or whether CBT is compatible with their approach to 
therapy. Specifically, this research aimed to address how therapists practicing CBT viewed 
the notion of directiveness; how they contributed to the direction of the therapeutic process; 
whether they used any other therapeutic approaches in their work (particularly ‘non- 
directive’ ones) and how they did that; what contributed to their directiveness in therapy; and 
how they managed that influence.
[ One o f the dijficulties I  have had in conducting this research was keeping hold o f the 
purpose o f it at times. Although it has always been interesting for me, it was sometimes 
challenging when actually faced with the question -  so what is this all for? And particularly, 
why is a theory needed on this topic? I  have arrived at the answers to these questions several 
times during the research process, and lost them again. This was a frustrating experience 
and reflected, I  feel, the fluidity o f the issue o f  directiveness at times, but also my own 
reluctance to pin things down to specifics for fear o f losing their mystery. Nonetheless, this 
experience provided some insight into how the experience may be for therapists when 
discussing this issue, and as such I  bore this fluidity in mind during the interviewing stage. 
Something that helped in crystallising my thinking on the topic was the work that I  came
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across by Wills (2006) regarding the ways in which people can perceive CBT, particularly 
trainees who are about to embark on practicing it for the first time. This highlighted the 
impact o f prejudice towards CBT when attempting to practice it or incorporate into your 
work, and the difficulties for trainees in switching to CBT was also something I  had written 
about in a previous essay. The reason for writing the essay, and for conducting this research, 
was because o f my own difficulties in adapting to other ways o f working, particularly CBT, 
that felt slightly more ‘directive ’. In order to facilitate my understanding o f an issue that I  
was finding it hard to hold onto, I  aimed to carry out this work in the hope that it would shed 
some light on the topic for me, andfor others in a similar position. Finding the work by Wills 
(2006) vindicated these efforts in a way when it came to the writing up o f my work. The 
recent developments in government policy highlighted by Roth (2006 -  see discussion) also 
helped to provide extra focus for why an exploration o f the topic was relevant at this 
particular stage. I  feel that all these changes, including ‘stumbling’ upon things, are part o f 
the research process (particularly in grounded theory) that develops as it progresses, 
providing that I  am able to reflect on how I  used my self in the research in response to these 
changes. ]
METHOD
PARTICIPANTS
Therapists were eligible to take part in this research if they were currently practicing CBT in 
their work and if they had at least 2 years’ experience in it. They were contacted through 
their membership of the British Association for Behavioural and Cognitive Psychotherapies 
(BABCP), the British Association for Counselling and Psychotherapy (BACP), the British 
Psychological Society and/or the United Kingdom Council for Psychotherapy (UKCP). The 
professional contacts of the researcher’s supervisor were also used in obtaining participants, 
or contacts were made by ‘snowballing’ from other participants.
It was felt that the label of CBT practitioner’ was unhelpful due to its attempts to refer to a 
distinct and fixed way of approaching therapy -  a difficulty that has been recognised by
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others (Roth, 2006). To avoid any confusion over what a CBT practitioner actually was or 
who would qualify as such, the ‘type’ of practitioner sought for in the research changed from 
CBT practitioners’ to ‘therapists practicing CBT’, in whatever form that took. This allowed 
for the inclusion of participants who practiced CBT in their work, without having to commit 
themselves as solely CBT practitioners, which would have limited the field substantially. By 
doing this, it also provided the opportunity to explore the ways in which CBT might differ in 
its adaptations and hence in how participants directed the therapy. Therapists who practiced 
variations of cognitive-behavioural therapy, such as dialectical behaviour therapy (DBT) and 
rational emotive behaviour therapy (REBT), were therefore eligible to take part in this 
research because it was felt that their work would still come under the larger label of CBT in 
terms of being commonly viewed as directive. Despite the variety, CBT’ is the general term 
used throughout this paper to refer to the practice of all participants.
INTERVIEW SCHEDULE
The interview schedule was developed from the different areas relating to the experience of 
directing clients in therapy. It attempted to cover the areas of; the participants reasons for 
practicing CBT; their views on directiveness; their experience of it; what contributed to that 
experience and what was involved in being directive; how they managed it; and whether they 
used any other forms of therapy in their work.
PROCEDURE
Ethical approval was obtained from the University Ethics Committee before the study was 
conducted (Appendix 1). Participants were contacted by letter or email (Appendix 2) and also 
provided with an information sheet outlining the nature of the research and what was 
required of them (Appendix 3). Once they had signed a consent form (Appendix 4), they 
were asked to fill in a background questionnaire to obtain some demographic information 
(Appendix 5), and then the interview began (see Appendix 6 for schedule). The interviews 
were audio-taped and lasted approximately 45 minutes each. They were subsequently 
transcribed for analysis (for example of a transcript, see Appendix 7).
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ANALYTIC APPROACH
The transcripts were analysed using the method of grounded theory (Glaser & Strauss, 1967), 
particularly a more constructivist revision of the approach, emphasising theory generation 
that highlights “the constant interplay between data and the researcher’s developing 
conceptualisations” (Pidgeon & Henwood, 1997: 255; see also Henwood & Pidgeon, 1994). 
Pidgeon and Henwood (1997) provided the main framework for conducting the grounded 
theory analysis. The interview transcriptions were given a numerical reference system for 
pages, paragraphs and lines. The data were coded through the identification of units of 
meaning, and category labels were assigned to capture what was being said. Category labels 
were then recorded on index cards with examples from the transcripts that supported the label 
used. As the analysis progressed, the number of categories grew and each new unit of 
meaning either became a new category or was inserted into another if it was related. The 
intention was to choose labels that fit the data well and this often involved a process of 
revisiting and changing concepts through ‘constant comparison’ until the researcher was 
satisfied with the ‘fit’. The researcher often interrupted coding to write a theoretical note or 
memo of any ideas triggered by the content being analysed (Berg, 1995), in order to record 
any possible connections between the categories or to note larger themes that seemed to be 
emerging. Again, these emerging associations were constantly compared back to the data set 
to ensure that they fit.
One of the main features of the iterative nature of grounded theory is that of theoretical 
sampling. The initial group of interviews are analysed and coded until no more new 
examples can be found to add variety to the emerging categories. The researcher then aims to 
seek out further participants who may add more variety to these categories or who may test 
the emerging theory by providing an alternative viewpoint. This process is repeated until a 
point of ‘saturation’ of the categories is reached. In a study of this scale using 8 participants, 
it was unlikely that the categories coded from the data had reached saturation. Nonetheless, 
in attempting to include an element of this integral stage of grounded theory within the time 
available, the first six interviews were transcribed and on the basis of the themes that 
appeared to be present from this level of engagement with the data, two fiirther participants 
were sought. These participants were felt to offer a potentially different perspective on the 
experience of being directive in CBT: someone who seemed from their professional details to 
possibly be more explicitly directive and to aim towards that (Aram); and someone who was
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reported by another participant to be using CBT in his work, although he didn’t entirely 
subscribe to it’s principles (Jason). The grounded theory methodology used in this research 
was a somewhat “abbreviated version” (Willig, 2001, p. 38) and it is recognised by Pidgeon 
and Henwood (1996) that there is sometimes the need to accept “more achievable goals” (p. 
101) for small-scale investigations. Saturation was reached within the final data set for the 8 
participants and led to detailed definitions of categories that were then linked within a theory 
that is presented below.
Due to the inevitable effects of the interpretative framework of the researcher on the research 
and analytic processes, attempts were made to render the findings transparent and persuasive 
by grounding them in examples from the data set (Elliott, Fischer and Rennie 1999; Pidgeon 
and Henwood, 1997). In this way, the reader is able to judge the interpretations offered.
[ The process o f analysing the data was quite demanding and gave rise to a number o f issues 
for me. As I  have previously mentioned, my reluctance to pin the topic o f directiveness down 
was sometimes a hindrance in the research process, and in the case o f analysis it was often 
difficult to arrive at final versions o f my categories and how they linked together. This was 
countered by the realisation that these were not necessarily the ‘final versions’ that they 
sometimes appeared to be, and would always be related to my interpretations which are 
constantly changing. I  can see a parallel here between my difficulties with therapies that are 
considered directive and with this aspect o f the analytic procedure. Both have felt rigid at 
times, and restricting, despite not having to be so. There seems to be a difference between my 
reactions to processes that aim to move towards something in particular and my rational 
appraisal o f the fact that I  can still move within these processes and come up with a final 
product without it feeling so restrictive. Fortunately in this research endeavour, and in CBT, 
I  was able to find my own way through the process and appreciate that there is value in 
being specific as well as maintaining (and therefore not losing) a sense o f wonder about 
things. ]
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ANALYSIS
DEMOGRAPHIC INFORMATION
Of the eight participants who took part in this study, five were female and three were male. 
Their ages ranged from 31 to 53 years old, giving a mean of 41.13 and a standard deviation 
of 8.76. The ethnicity of five of the participants was reported as White, and the remaining 
three reported as being mixed race -  one participant stated “mixed race,” another stated 
“White and Assyrian”, and another stated “Anglo-Asian.”
All participants had attained an educational qualification at the postgraduate degree/diploma 
level. Four of the participants were Chartered Counselling Psychologists, two were Chartered 
Clinical Psychologists, one was a Cognitive Behavioural Therapist and one stated her title as 
a Freelance Practitioner. The number of years spent practicing therapy ranged from 3 to 28 
(mean = 7.75; SO = 8.81).
The participants’ current work situations in which they were applying CBT :
Two of the participants worked within a DBT service for people with personality disorders; 
four participants worked in private practice, with one using the main approach of REBT 
(although he also described himself as Integrative), and the other three using mainly CBT; 
one participant preferred to work from a discursive or narrative perspective, but was 
currently applying CBT in a forensic service; and one participant used CBT in a forensic 
service and DBT in a personality disorders service.
FINDINGS
Table 1 shows the different core categories, sub-categories and themes that emerged from the 
analysis of participants’ interviews. The diagram in Figure 1 demonstrates how these 
categories might be related to one another in the therapists’ experiences of being directive in 
CBT. Categories in the outer circle represent factors influencing the central categories in the 
therapists’ experiences of directing therapy, signified by the arrows pointing into the centre 
circle. The two central categories of Therapist Priorities and Collaborating with the Client 
were found to overlap according to the reported aim toward, and experience of, direction that
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is “mutually informed”. This overlap and the associations between categories will be 
discussed.
The representation in Figure 1 is elaborated in a flow-diagram (Figure 2) that outlines the key 
elements and some potential pathways in the process of directing therapy. Where solid 
arrows are used, they show a causal relationship reported by at least some of the participants 
for the stages in a decision-making process. Solid lines represent connections between 
themes in the process that were related, but did not share a causal relationship based on the 
experiences reported. Dotted arrows show overlaps or links between themes that have been 
conceptualised from the emerging theory, as well as some possible pathways between themes 
and therapists’ actions. These connections will be expanded on when reporting the associated 
elements of the process.
Due to space limitations, the findings discussed in more detail will pertain to certain parts of 
this flow-diagram in Figure 2 that are not shaded grey. This will result in the core categories 
of Contextual Factors and Therapist Responsibility being omitted, as well as the ‘Therapy 
Components’ sub-category of Therapist Priorities. Contextual Factors included the sub­
categories o f ‘Professional Context’, ‘Therapeutic Model’ and ‘Therapeutic Experience’, and 
factors relating to these categories were reported by the participants to be influential in how 
therapy was set up and in their decision-making regarding therapeutic interventions or what 
therapy should entail. ‘Therapy Components’ included certain elements of CBT that 
participants prioritised when conducting therapy and which they directed the therapy in 
accordance with. The category of Therapist Responsibility related to the ethical responsibility 
felt by participants and their responsibility to avoid harm to the client, which influenced how 
they intervened (a potential pathway is shown on the left side of Figure 2). Themes within 
these categories are discussed where they are relevant to the other themes presented below.
In reporting quotations from participants, pseudonyms are used to protect confidentiality. 
Empty brackets indicate that material has been omitted, and words within brackets are used 
to clarify. Ellipsis points (...) indicate a pause in speech.
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Table 1 -  Categories and themes relating to therapists’ experiences of being directive
in CBT
CORE CATEGORY SUB-CATEGORY THEME
Contextual Factors Professional Context Work setting 
Time available 
Client group/individual 
Other professionals
Therapeutic Model Induction to model 
Belief in model/attraction 
Importance of model
Therapist Experience and Training and early experience
Background Practice experience 
Personal therapy 
Gender
Values and principles
Therapist Priorities Therapy Components Structure 
The Path 
Offering
Adapting CBT The “Fit” for the Therapist 
The “Fit” for the Client 
Other Therapies
Monitoring Directiveness Power
Being “Mindful”
Assessing Implications - For: Relationship 
Client
Responsibility Feeling Responsible 
Ethical Responsibility 
Avoiding Harm/Risk
Collaborating with Client Obtaining Feedback 
Being Explicit 
“Informed Decision ” 
Client Autonomy
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Figure 1 -  Diagram representing therapist’s experiences of being directive in CBT
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Figure 2 -  Flow diagram of the process of directing therapy in CBT
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THERAPIST PRIORITIES
The first of the categories reported was a feature of practicing CBT that is prioritised by 
participants and that influences the ways in which they relate to their clients and the part they 
play in directing the therapy.
ADAPTING CBT
One of the two sub-categories that emerged from the analysis in relation to the participants’ 
priorities in therapy was the adapting of CBT to both themselves and to individual clients. As 
this adaptation was reported to be fundamental to their practice, it highlights the difficulty of 
referring to ‘CBT’ as a distinct entity or form of therapy and of labelling therapists 
accordingly. As David pointed out, CBT is a “broad church” with different theoretical and 
practical emphases. This is not to say that CBT as a school of thought would rule out the 
notion of adapting the model to the client or the therapist, but that terms used to describe the 
work of CBT (such as directive), would need to consider the variety of forms it can take, as 
evident in the interviewing of the participants in this study. These different ways of adapting 
CBT in turn have an effect on the ways in which therapists influence the process of it.
The “Fit” for the Therapist
In prioritising the adaptation of CBT, one of the main things that participants described was 
how they found a “fit” between themselves and CBT. Some participants adapted CBT to 
match their preferences for how they like to work, but found that as an approach it fit their 
personality and allowed them to be more ‘themselves’. It was also recognised that personality 
has an influence on the therapy process:
It’s crackers to say my personality doesn’t have an influence. (Wendy)
For Aram, while he described himself as integrative and therefore adapted REBT to 
incorporate other theoretical influences, he felt that it was not a case of adapting to the 
explicitly directive element of REBT -  it already felt like a fit:
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I embrace it totally (being directive), not only in terms of thinking about it from an 
intellectual point of view, but also from a personality point of view, as a preference as 
a therapist for this style of therapy. (Aram)
Jason reported how he felt “ill-at-ease” with CBT in a lot of respects because it often clashed 
with the narrative foundation of his work, but he was able to adapt it to his practice by 
adopting the attitude that CBT had to fit for him, rather than him not fitting into CBT. In 
addition, he highlighted the difficulty mentioned above about labelling therapy under one 
title (in this case, CBT), because individual practitioners find their own way of interpreting it 
and making it fit for them:
One of the difficulties about it is that we all think that we’re talking about the same 
thing when we say ‘CBT’ -  we’re not, everybody’s ideas about it are different. I’m 
sure, even although it’s manualised and it’s technical in that sense, it’s still in the 
application, people are still bringing to bear their selves, their own influences and 
take on it. (Jason)
Pragmatism towards the application of CBT was reported by Olivia to have increased as she 
obtained more experience and less anxiety in applying it. While initially it was difficult and 
uncomfortable at times because of how directive it felt, this was due to her “imperfect 
understanding” of the model and its flexibility:
As I’ve progressed. I’ve become more relaxed about using the model ( ). Using it in a 
more integrative way, I can actually allow myself to actually sit back and really find 
out what the difficulty is, and actually think a bit about my formulation and how best 
to approach it, rather than (following a manual-based protocol). (Olivia)
The “Fit ’’for the Client
From participants’ accounts, it appears that the main purpose of adapting CBT is to “fit” it 
and make it appropriate or relevant for individual clients. It often involves assessing the 
client’s needs or sometimes “providing space” for the client to use the therapy as they want:
187
I do believe in the purpose of the therapy, but then I sometimes, I also find that I 
believe in, in clients being able to use therapy ( ) however they want to use the 
therapy that day. (Natalie)
For me, it’s about being adaptive, it’s about being responsive, so if something doesn’t 
work for somebody you might want to explore it and think it through, and generate 
other ideas, generate other possibilities, generate other options. I think I need to be 
flexible like that; I need to be responsive to that person’s needs. (Jason)
Although appreciating the need to adapt CBT to individual clients, Olivia expressed some 
concern about the implications of this, which once again highlights the difficulties in 
labelling generic CBT practice:
Sometimes I think it (adapting CBT) has its difficulties because obviously the 
evidence-base is based on people following the protocol, and actually ‘doing the 
model’ ( ) in quite a fixed way. I think that’s one of the issues you have as a 
practitioner, it’s almost like, well if you don’t implement the model in a fairly strict 
way ( ) are you actually doing it effectively? ( ) In certain circumstances you have to 
use your judgement. If you can’t implement the protocol in a kind of logical way, 
then surely it has to be better to engage your patient for treatment in any way that you 
can and to do it in a way that has meaning for them and that ‘fits’ them. (Olivia)
The importance of adapting CBT from a ‘standard’ model to accommodate individual clients 
was common to several participants who expressed the view that “strict” or “off-the-peg” 
CBT (Jane) cannot be applied blindly with all client presentations. At times, this adapting of 
CBT to the client does not feel intentional, but the need to be flexible is still prioritised as 
part of an adaptive approach:
Sometimes you might go into a session ( ) with an idea and a nice pristine brushed-up 
session plan in your mind, and it’s not possible to do it (laughs)... and that’s the only 
thing you can do in that session at that time (try to understand the client’s 
experience)... So I think if there was some sense that we were applying our 
techniques ‘willy nilly’, that would be quite worrying. (Jane)
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This experience of a change to the agenda or of things not necessarily proceeding as planned 
was shared by many of the participants, but is part of responding to the client and adapting 
CBT in “moment-to-moment” (Natalie) interactions, and was not seen as a negative thing for 
the therapy.
Prioritising the adaptation of CBT to the individual client resulted in the above intentions and 
actions from the therapist, but also involved Collaborating with the Client and tailoring the 
therapy to their needs on the basis of this collaboration (shown by a dotted arrow between the 
two categories in Figure 2), which is a process that will be discussed in more detail later.
Other Therapies
Part of adapting CBT is also being prepared and able to accommodate other theoretical 
orientations or ways of working in responding to clients. For some participants, they saw 
themselves as integrative CBT practitioners and used different therapies if they helped to 
explain things or helped the client to understand, as long as they were related and fitted 
within their CBT framework:
It’s integrative CBT, if I can use that term ( ). I’m not proud. I’ll take from anything. 
But they’re all mostly within that arena and they’re all under that banner (CBT 
approaches). ( ) As long as that fits and it makes sense and it’s relevant, I don’t have a 
problem with it. (Wendy)
The use of other therapies also serves the purpose of aligning the therapist with the client’s 
way of thinking and talking in a way that would make more sense to the client:
If I know about different therapeutic processes and their techniques ( ) then I can use 
that as a framework as well in working. ( ) You already have brought in through your 
own framework a way of thinking and if I can tap into that, then that would clearly 
make more sense to you because you're using that language already. (Aram)
As demonstrated above, adapting CBT by using other therapeutic models or approaches is 
prioritised by some participants in relating to their individual clients, which in turn impacts 
on their interventions or conversations with them.
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MONITORING DIRECTIVENESS
Before discussing the process of Collaborating with the Client in the directing of therapy -  
which is felt to overlap with Therapist Priorities, as collaborating was also a reported distinct 
priority -  it is more appropriate to outline the category of Monitoring Directiveness. This is 
because, as shown in the flow-diagram in Figure 2, the process of monitoring appears to 
come before collaborating, or rather it seems to exist alongside or behind the directing of 
therapy, keeping check on the therapist’s priorities and the effects they can have. In this 
category, there is also an overlap with Therapist Priorities because participants described 
monitoring as a priority when engaging in therapy with their clients.
The sub-category of ‘Power’ from Table I is not discussed in full here due to space 
limitations. This category was reported to be important for participants in recognising how 
power is present in therapy and how it makes them feel. This recognition appears to be a part 
of the monitoring process in highlighting the need to be “mindful” of power and 
directiveness when working with clients.
BEING MINDFUL
As outlined above, the recognition of power in the therapeutic relationship seems to be 
intrinsic to the requirement to address its effects:
You're acknowledging that whatever you do there is always going to be a power 
imbalance in the therapy relationship and, you know, you mitigate against that. (Lisa)
Being “mindful” is a key activity for practitioners in monitoring their power in the 
therapeutic relationship and the directiveness that is associated with it:
I suppose that is at the core of all this for me ( ), there is that just being kind of 
mindful ( ), you know, not forgetting it and just reflecting on why am I doing this? 
(David)
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The idea of reflecting on the way in which they direct clients was central to being mindful for 
most participants and it often takes the form of questioning themselves about what is 
happening in therapy:
I suppose it's thinking about how do I make that judgment or how do I make that 
decision or distinction? (Natalie)
It's about asking who is making decisions about where it (the therapy) gets directed to 
or who gets in the position to kind of orchestrate, you know, to take direction. (Lisa)
Jason also relayed, as did some other participants, how talking about his therapeutic 
influence during the research interview had helped to facilitate this mindfulness and 
questioning attitude:
A lot of the time we don’t get to do that, we don’t have enough time to stop and to 
think about our practice. ( ) It’s quite invigorating (talking about it), and it helps to 
sustain my own practice. (Jason)
This appears to link ‘Being Mindful’ to the Contextual Factor of ‘Other Professionals’ (or in 
this case, a trainee) and their impact on the therapist’s influence in directing the therapeutic 
process. Just as a professional team or other colleagues can provide the impetus to ‘stick’ to 
the model or structure, so too can they provide the opportunity and space for reflection on the 
influence the therapist is having.
[ As with the participants, the experience o f discussing this topic in the interviews seemed to 
help with my own understanding o f it. I  saw myself as being engaged in an exploration o f  
directiveness with participants and as such I  felt that I  was also changed as a result o f  this 
experience. This meant that the research represented more to me than obtaining the views o f 
participants and reporting on them. It was also about allowing myself to become part o f  the 
process and not adopting an attitude o f the detached observer. This then informed how I 
conducted the research, and my own interpretations and input will undoubtedly have shaped 
the outcome, as in the sense o f it being “mutually informed” between myself and 
participants. ]
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ASSESSING IMPLICATIONS OF DIRECTIVENESS
A distinct and integral part of monitoring directiveness, closely linked to the notion of being 
mindful, is assessing the potential effects directiveness can have:
Because you’re getting people to actually do things, you have to do a lot of thinking 
forward and thinking through lots of different scenarios. ( ) And I think in CBT I do a 
lot more of that possibly than in other models, a way of just thinking about things 
hypothetically. (Olivia)
Assessing these implications appears to relate to the effects directiveness can have on the 
relationship in therapy and on the client.
The Relationship
For some participants, they described monitoring what they felt was the potentially negative 
impact of their directiveness on the therapeutic relationship. The relationship was valued by 
all participants as the foundation for therapy -  “if you haven’t got a collaborative therapeutic 
alliance, you won’t get anywhere” (Wendy) -  and, as such, directiveness has to be 
considered when evaluating what might contribute to its establishment, or to its breakdown. 
For Olivia, explicit directiveness is least appropriate at the start of therapy with a new client 
because it could potentially get in the way of, or stifle, the development of the relationship:
I don’t necessarily want to start the therapy in a very prescriptive and directive way. 
I’d actually rather start by allowing the client to have the space and actually allowing 
the relationship to develop. (Olivia)
In Aram’s case, directiveness or influence that manifests as forcing the client can damage the 
relationship that has already been established:
You can’t force somebody; if you do that then you break that therapeutic bond and 
that rapport and alliance with them, which is... unethical. (Aram)
As noted previously, there were several contextual factors influencing how participants 
experienced their directiveness, two of these being the ‘Therapeutic Model’ and the
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‘Professional Context’ (see Table 1 and Figure 1). With some participants, these factors 
brought expectations of what is ‘supposed’ to be happening in therapy and so they had to 
keep an eye on whether directing the process according to these influences was 
overshadowing the relationship:
I suppose I would see equally, not just what we need to do or what we’re there to do, 
what we’re there to do in terms of it being a DBT session, but also how the 
relationship is (being affected) moment-to-moment, I suppose, and our level of 
connection or collaboration. (Natalie)
However, despite the negative implications that directiveness can have, some participants 
pointed out that it can also benefit the relationship, if accompanied by the mindfulness 
discussed above. David spoke of how it can bring something positive to the relationship with 
clients:
I often think that people find if you give a bit ( ), I think quite often people can 
experience that in a more positive way. I think it also helps in that sense of 
collaboration, that it is not just collaborative formulation, that sometimes you come 
up with some ideas. ( ) It can actually be helpful and enhance the therapeutic 
relationship, not detrimental. It, in a mindful kind of way, can be encouraged. (David)
The Client
Not only can directiveness have perceived negative and positive implications for the 
relationship, but it can also affect the client in a number of ways. For example, telling clients 
what to do, as opposed to exploring their options, can undermine both the client and their 
chances of benefiting from the therapy:
If you just tell people what to do, that’s not right ( ), that infantilises them, that 
doesn’t actually help them to develop the skills they personally need to become a 
fully functioning adult in their own right who doesn’t need a therapist anymore. 
(Wendy)
This notion of being too prescriptive in their directiveness led some participants to feel that it 
can strip the client of their autonomy and jeopardise a fundamental principle of therapy:
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Now with a person like that (who can’t readily come up with ideas), I am much more 
cautious about suggesting post-its (as reminders), because for somebody like that my 
feeling is that you could very easily disempower them, you could very easily through 
just a few post-its take away that central foundation of therapy (the client making 
their own conclusions). (David)
Jason also saw the potentially coercive and destructive part of the therapist’s directiveness or 
power as posing a risk of harm to the client:
How do I minimise any form of abuse? How do I minimise the possibility of me
imposing what I think on another? (Jason)
This idea that directiveness can actually bring harm to the client was present for some of the 
participants and extended to the effects that it can have on the client’s life outside of therapy. 
In some cases, there was the reported sense of needing to be wary of the implications of 
being directive when the change for the client would be radical, as opposed to suggesting a 
post-it on the fridge:
As the issues get bigger and bigger, there should be a discomfort, there should be a 
discomfort for all therapists when people (clients) are making big changes to their 
lives and how that comes about. One should be sort of mulling on that question about 
the nature of how you are kind of intervening and the rights and wrongs of it. (David)
These last two quotations convey the suggestion of the therapist’s responsibility in assessing 
the implications of their directiveness or influence. As these implications concern the
potential harm to the client at times, there seems to be an association between this category
and ‘Avoiding Harm/Risk’ as part of Therapist Responsibility. When questioning whether the 
client is at risk of harm, this appears to include whether the implications of directiveness 
itself will cause harm. This potential link in the process of directing therapy is shown by a 
dotted arrow in Figure 2. The assessing and questioning of the implications do not appear to 
be only a reflective exercise on the part of participants. It is also achieved by obtaining 
feedback from the client, either by explicitly discussing it or basing decisions on all the 
feedback received so far. This category therefore leads to ‘Obtaining Feedback’ in 
Collaborating with the Client, again represented in Figure 2.
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COLLABORATING WITH THE CLIENT
A large part of the experience of directing the therapeutic process in CBT was reported by all 
participants to be the act of collaborating with the client. Not only does this contribute to the 
experience of ‘being directive’, but it was also prioritised by participants as an essential 
element of the therapy; therefore, there is a proposed degree of overlap between this category 
and Therapist Priorities. As shown in Figure 1, this overlap is also related to a sense of 
“‘Mutually Informed” Direction’ recounted by most participants. This did not emerge as a 
core category, but is best represented as falling between the two central categories in the 
inner circle. More specifically, it is suggested that the experience of mutually informed 
direction is the result of collaborating with the client, as well as being a priority of the 
participants (hence, its positioning in Figure 2).
Jason reported how the direction of the process is “jointly produced” and “jointly 
constructed,” which was something he aimed towards in collaborating with clients. Natalie 
conveyed how the client’s input makes the directiveness mutually informed and 
collaborative, which is essential for conducting therapy:
(Clients) may at different points say ‘This is what I would find really helpful’, or 
‘This is where I would want to go’, so it is mutually informed. And indeed I think it 
would have to be because you are signed up to a similar sort of aim or goal, otherwise 
( ) what would be the point of them staying in therapy? ( ) I suppose I see the 
directiveness that I do, or that I have or that I am, being in collaboration with the 
client. (Natalie)
Wendy made reference to a term used by Aaron Beck to highlight the importance of aiming 
to ensure the direction of the therapy is informed by the client as well as her:
It’s the Authentic Chameleon ( ). You have to be authentic with your clients, but you 
also have to be a chameleon, so very quickly you have to know what colours to wear. 
(Wendy)
This suggests that part of achieving this idea of “mutually informed” direction is associated 
with ‘Adapting CBT’ to fit the client.
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As well as the experience of mutually informed direction in practicing CBT, it appears that 
collaborating with the client, and the various elements of it, contributes to addressing the 
questions and needs arising from Monitoring Directiveness and Therapist Responsibility. 
This will be demonstrated below while discussing the sub-categories relating to those aspects 
of collaborating.
OBTAINING FEEDBACK
One of the main modes of collaborating with the client was described by participants as 
obtaining feedback from the client to inform the therapeutic process. This aim to obtain 
feedback then impacts on the types of conversations held with clients and the specific 
decisions made by therapists as a result of these interactions. With some participants, it is 
made clear to the client that feedback is needed and they specifically ask for it to inform the 
process:
I try to make it explicit and clear that I’m dependent on feedback from them in order 
to know how to proceed. (Jason)
The feedback is then used to “make some adjustments” (Natalie) to what is being offered to 
the client. Another way of getting feedback from the client is observing how they react to 
interventions and then working with this feedback as part of collaborating with them:
I try to be sensitive to how the client reacts to being asked to do certain things. ( ) 
People’s reactions to doing the tasks are actually quite a fruitful way of working in 
themselves. (Olivia)
These ‘reactions’ to the therapist’s influence can also be observed in the outcomes of the 
therapy, which are used as an indication of whether the work was therapeutic:
Looking at our outcomes... if we didn’t see people getting jobs, stopping self- 
harming, doing degrees, doing a masters. If we didn’t have evidence of it, it might be 
harder to stick with ( ). When you actually can see the benefits in terms of the 
changes that people make with their lives, it must be doing something right. (Jane)
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However, the outcome of the therapist’s interventions can also have a negative effect. As 
Jason highlighted, clients will “vote with their feet if they’re not happy,” which is why 
obtaining feedback is essential in allowing the client to express how they are experiencing 
the therapy. Past outcomes of previous therapy that clients were engaged in are also a source 
of feedback when they are recounted by clients:
The number of clients who have said things to me like: T wish I had done this years 
ago. I’ve been round the houses ( ) and nothing has made sense to me, and this makes 
sense now’. (Wendy)
This will then inform how some participants proceed with their own work with clients, either 
by continuing in the way the client has expressed a preference for (as above) or by adapting 
the therapy. For example, Olivia recalled how her client’s previous negative experience of 
CBT was explicitly directive and “prescriptive” and so she endeavoured to avoid doing the 
same thing in case this had a negative effect, instead adopting a more “gentle” approach 
while still using CBT principles. This links the obtaining of feedback to the idea of 
‘Assessing Implications’ of directiveness for the client. Therefore, by getting feedback and 
checking whether the client is ok with the way they work, the practitioner can then adapt the 
therapy for the client or offer to refer to another way of working if that is what the client 
wants:
If they say T absolutely hate it’ (the way I work), I can then say to them ‘Okay, well 
now you understand how I work, I do know of colleagues who work in a different 
way and I can refer you to them’. (Aram)
This potential pathway of checking, adapting and/or referring is represented on the right side 
of Figure 2.
BEING EXPLICIT
You might not be doing the client any favours if you don't orient them to what it is 
that you're doing. (Lisa)
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Perhaps the most important element reported by participants in collaborating with the client 
was the need to be open and explicit about what they are doing. In some cases, this has strong 
links with the responsibility participants have as therapists:
I think that we have deeper social, ethical, political obligations, moral obligations, 
because I think therapy operates in lots of ways that are mysterious, and I’m 
constantly aiming to make it more explicit by situating my responses. (Jason)
In line with this responsibility, being explicit with the client also seems to be a way of 
addressing power differentials in the therapeutic relationship, although not entirely:
It (sharing the model) gives them as equal a footing as you can have in the therapy 
relationship, because we all know there is no such thing as an equal power base. 
(Wendy -  participant’s emphasis)
As such, it appears to function both as part of a CBT approach and as a way of responding to 
the potential problems arising from Monitoring Directiveness and the implications 
directiveness can have. In addition, being explicit about intentions and sharing theories with 
clients reduces the likelihood of therapist mistakes, and certainly seems preferable to 
withholding:
I have always had some kind of concern about the idea of therapists holding theories 
that aren't necessarily shared, and explicit. ( ) It (being explicit) just gives an added 
possibility that erroneous conceptualisations are modified rather than the therapist 
sort of careering on with what seems to them to make sense within their model. 
(David)
This suggests that being explicit is an important part of including the client in the mutually 
informed direction of the therapeutic process in CBT. Jason also shared a concern about 
therapist’s withholding information from the client and how this “insidious” directiveness 
does not benefit the client. It is preferable for practitioners to put their “cards on the table” 
(Wendy; Jason; David), but Jason highlighted that collaboration in CBT could perhaps be 
even more explicit:
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It’s often getting the client to comply and to move into the therapist’s theoretical 
framework and way of thinking and understanding themselves ( ). And I ’m ok with 
that, all models of therapy do that, that happens; it’s just how explicit we are about it 
that concerns me. (Jason)
“INFORMED DECISION”
Being explicit and obtaining feedback seems to be aimed at something in particular -  
ensuring that both participants and clients can make an informed decision about how to 
proceed in directing the therapy. In ‘Obtaining Feedback’ it was reported that the feedback 
was needed by participants to inform how they respond to clients, but the notion of ensuring 
an “informed decision” focuses mainly on the client, and being explicit contributes to that.
Part of ensuring that the client is making an informed decision is being open with them and 
then checking what they think about it, thus allowing them to have a say:
‘This is the model that underpins the way that I work, do you like it? Do you hate it? 
Are you neutral about it? Can you stand it? What do you think about it?’ And engage 
them in that process so that they can make an informed decision. (Aram)
It is also letting the client know what kind of service the therapist is providing, so that they 
can decide how they use it:
You don't want to be giving them this message that they are coming along for an 
expert service where they are told what to do. (David)
Similarly for some participants, it was about not simply being the ‘expert’, but instead taking 
ownership of opinions and letting the client know this, so they are more aware of what is 
going on and can decide how to react or proceed based on that:
For me, it’s finding a way to situate my responses and my interventions in a way that 
allows the person sat opposite me, allows the client to make informed decisions, so 
that they can judge for themselves how to take my opinion because I’m situating it as 
an opinion, not as the truth. (Jason)
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PRIORITISING CLIENT’S AUTONOMY
A fundamental aspect of collaborating with the client for some participants was prioritising 
the client’s autonomy in the process. This was also a reported reason for why participants 
valued obtaining feedback, so that the client’s autonomy or say in the direction of the process 
is prioritised:
They can define what therapy should be, they can define what is a suitable and 
appropriate outcome. (Jason)
The client was viewed by many participants as “the expert on themselves” (Wendy). 
Therefore, prioritising the client’s autonomy is about the client reaching their own 
conclusions and making their own decisions, and therapists respecting or encouraging that. 
Ultimately, prioritising the client’s autonomy meant for some participants that the client will 
have the final say, and that they will do their best to ensure that this fundamental aspect of 
therapy is present in the process of CBT:
I think therapy should always... prioritise the idea of dialogue in which people come 
to the conclusion themselves or you have shared formulations or it is agreed that they 
are going to try out X, Y and Z based on their appraisal of it -  that should be the 
cornerstone central element to it. ( ) I think you would always be presenting them the 
evidence, but doing the best you could to then say that still it’s them running their life. 
(David)
Therefore, prioritising the client’s autonomy seems to have an influence on the decisions that 
participants make about how they proceed (by continuing with therapy, adapting it, or 
referring to others) in response to the feedback given once the client has made an informed 
decision.
OVERVIEW
In using the principles of grounded theory analysis, a localised theory of the processes 
involved in directing therapy in CBT practice was developed. This suggested that there were
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five core categories involved in the experience of directing therapy and these were linked to 
produce a theory based on participants’ accounts. Due to space limitations, two of these 
categories were explored and reported here, including a sub-category from one of the larger 
themes.
The findings suggest that there are a variety of ways in which participants direct the 
therapeutic process in CBT, as well as ways in which they monitor their directiveness. In 
particular, it appears that adapting CBT to both the client and the therapist is an important 
part of the directive process and the experience of practicing CBT for all the participants. 
Wendy made reference to the “hardliners” of CBT that, just like in any other approach, might 
make it seem a certain way, but there’s still room to manoeuvre and adapt it to the therapist. 
This adapting of CBT in turn has an effect on how they participate in directing the therapy. 
Therefore, it is suggested here that it is not ‘CBT’ that directs the therapeutic process and can 
thereby be referred to as ‘directive’; it is the individual practitioner adapting and applying 
CBT that determines in what ways their approach directs the client and the course of therapy. 
How this varies will depend on the particular practitioner in a particular consulting room, in a 
particular context, on a particular day with a particular client.
However, adapting CBT was only one aspect of the experiences reported by participants in 
directing therapy. As previously discussed, there were also ways of monitoring what went on 
in therapy and responsibilities that influenced how the therapists intervened. Furthermore, the 
emphasis on collaborating with the client meant that the idea of simply ‘being directive’ 
seemed antithetical to some participants given the client’s influence on how the therapy 
developed.
As a result of explicating this grounded theory of being directive in CBT, it is hoped that 
potential therapists aiming to take on CBT have more of a map to show the potential factors 
involved in what was previously uncharted territory. This is particularly pertinent in the 
current professional climate following the recommendations from Lord Richard Layard to 
expand access to therapy services by setting up dedicated clinics, to be staffed by an extra 
10,000 therapists practicing CBT. Wills (2006) has highlighted how counsellors might fill the 
gap in the current shortfall of therapists who can deliver this CBT, and the same can be said 
for counselling psychologists. In particular, counselling psychologists who may have ruled 
out CBT on the basis of its directiveness could benefit from the theory developed here in
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considering whether they feel the processes involved still don’t fit with the way they prefer to 
work with their clients. Given the variety of ways in which to apply CBT depending on who 
is applying it, and consequently the number of ways in which the therapy process is directed, 
it is thought that many counselling psychologists would find room for themselves in here 
somewhere, or rather could find room for some of CBT in their own approach. Regardless of 
whether this is the case, this grounded theory of being directive in CBT provides something 
that is tangible in an often nebulous area of therapeutic process and adds more depth to the 
notion of directiveness, making it more explicit and rendering it open for therapy 
professionals to assess it from a more informed position. This has clear parallels with some 
of the factors involved in participants’ experiences of being explicit with their clients.
Having said this, the current theory should not be taken as a statement of ‘how directiveness 
is done’, at least not in general terms. It applies to the therapists interviewed and their 
subjective experiences, making it problematic to generalise the findings, particularly in 
consideration of the small sample size. However, it can help to illuminate the possibilities 
inherent in the process of directing therapy within CBT and therefore still serve as a 
reference point for therapists wishing to explore the topic further. The research conducted 
here could perhaps be strengthened by seeking additional participants in order to reach 
saturation of the categories, given that this is unlikely to have happened in such a small-scale 
study. For example, it would be interesting to see whether there is still more depth that can be 
added to the facets of adapting CBT in directing the therapeutic process. The theory could 
also be substantiated by referring back to participants to see how they feel about it, whether it 
applies to their experience and whether it needs to be modified. In addition, a reflexive 
element could have been introduced when interviewing participants to address the possibility 
that they were representing themselves in a certain way when discussing this topic with a 
trainee. This could have been done by being more explicit with participants in interviews 
about the potential for this to happen.
Most significantly, the current research could be expanded by seeking the voices of clients in 
their experiences of being directed by therapists practicing CBT:
You’re asking me for my views about directiveness in therapy and I’m thinking it’s 
really difficult to answer actually because what’s missing is the client. I’m giving an 
account of my thoughts of it, and that’s probably what’s missing in amongst all of
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this. They need to be the ones that get to say a bit more about what directiveness is 
and their experience of it in therapy. (Jason)
By extending the work in this way, it could add further depth to the experience of 
directiveness in CBT and contribute to the understanding of an area of therapeutic practice 
that is sometimes taken for granted.
[ Once again, it is worth noting my struggles in pinning down directiveness to a theory. I  
wanted to specify it and clarify the processes involved in it, hut I  also didn’t want to take 
away from the variety o f the topic that makes it so worth reflecting on and challenging. I  
believe that I  have achieved a balance here between these two — the theory represents only 
some o f the potential ways in which therapists can direct the process in CBT and still 
remains open for development, discussion, and challenging. It was my intention to contribute 
something that would make the topic a little more clearer and would provoke discussion on 
something Ifeel is important, which can I  always be done by ‘wondering’ about it. ]
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UniS
Ethics Committee
21 March 2006
Mr Donal McAteer 
Department of Psychology 
School of Human Sciences
Dear Mr McAteer
Direction and therapeutic influence: A dialectical approach to process in cognitive- 
behavioural and non-directive therapies fEC/2006/29/Psvch)
On behalf of the Ethics Committee. I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 21 March 2006
The final list of documents reviewed by the Committee is as follows:
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Application 07/03/06
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Ethical Approval Form from the Department of Psychology 07/03/06
Recruitment Letter 07/03/06
Information Sheet 07/03/06
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Insurance Proforma 07/03/06
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This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
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You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ash bee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Dr M Milton, Supervisor, Dept of Psychology
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APPENIDX 2: RECRUITMENT LETTER
Dear ( ________ )
During my study on the Psychotherapeutic and Counselling Psychology doctorate course at 
the University of Surrey, 1 have become interested in conducting research which looks at 
therapist’s experiences of being ‘directive’ in practicing CBT. The aim of my research is to 
explore this aspect of therapeutic process, which is frequently used to differentiate between 
various models of therapy; it is not always clear what it means to therapists or how they 
experience it in their work with clients. 1 have enclosed an information sheet and a sample 
consent form to give you a better idea of what the research entails and what your role would 
involve, should you decide to take part. If you are interested, or would like to ask any 
questions about my work, please don’t hesitate to contact me using the details on the 
information sheet. Thank you for your time.
Yours sincerely
Donal Me Ateer
Counselling Psychologist in Training
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APPENDIX 3: INFORMATION SHEET
Illuminating directiveness in CBT: A grounded theory of practitioners’ influence on the 
therapeutic process
1 am a trainee Counselling Psychologist at the University of Surrey, conducting a research 
study which looks at cognitive-behavioural therapists’ views on being ‘directive’ in therapy.
This research project seeks to explore how therapists conceptualise and experience 
directiveness in their therapeutic work with clients.
1 am seeking psychotherapists, counsellors or psychologists who are currently applying CBT 
in their practice and who are registered with the BPS, UKCP or BABCP. Those who 
volunteer for the research will be interviewed for approximately one hour. Volunteers have 
the right to withdraw from the study without having to give a reason and confidentiality of all 
identifying information is ensured, as no names or locations will be quoted in the research. 
All data received from participants will be respected in accordance with the Data Protection 
Act 1998. At the end of the interview, if an interviewee wishes to talk further about this 
research topic or their interview experience, I will be happy to arrange another half-hour 
meeting at a later date. Interviews will be audio-taped and will take place at a location that is 
convenient to you.
I hope that this research will help psychotherapists, counsellors and psychologists by opening 
up and contributing to discussion on a topic that could inform their psychotherapeutic 
practice. It seems to be an important element of the process of therapy that has hitherto been 
under-researched, and one which may be influential in determining integration between 
different approaches to client work. I hope to disseminate my research findings to 
psychotherapeutic professionals through submissions to relevant journals, and I also hope 
that those who take part in the research will find it beneficial to talk about this subject and 
their experiences relating to it.
If you would like to take part in this research, or to find out more about it, please ring me on 
07879 818393. Alternatively you can email me at donalmcateer@hotmail.com. You can also 
contact my supervisor Dr. Martin Milton on 01483 686896 or at the departmental address 
below, should you have any questions.
Donal Me Ateer
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 7XH
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APPENDIX 4: CONSENT FORM
Illuminating directiveness in CBT: A grounded theory of practitioners’ influence on the 
therapeutic process
The aim of this research project is to explore the concept of directiveness in a cognitive- 
behavioural approach to counselling psychology practice.
You will be asked to take part in an informal interview about your views on directiveness in 
therapy. This will include some questions about personal and theoretical beliefs about being 
‘directive’, as well as your training and work as a therapist practicing CBT. The interview 
will be recorded on audio-tape so that, in writing up the research, I can cite participants’ 
reports directly. Naturally, to protect confidentiality, I will not quote any identifying 
information such as names and locations. In making the transcripts, therefore, your name and 
the name of any other people or places referred to will not be recorded. All data received 
from you will be respected in accordance with the Data Protection Act 1998. Once 
transcribed, the audio-tape recordings will be destroyed.
If you have any questions so far, or feel you would like further information about this 
research, please ask the researcher before reading on.
Please read the following paragraph, and if you are in agreement, sign where indicated.
I have read and understood the Information Sheet provided. I understand that I am fi*ee to 
withdraw fi*om the study at any time without having to give a reason. I agree that the 
purposes of this research and what my participation in it would entail have been made clear 
to me. I therefore consent to be interviewed about my views on directiveness in therapy and 
my therapeutic work with clients. I also consent to an audio-tape being made of this 
discussion, and to all or parts of this recording being transcribed for the purposes of this 
research.
Name of volunteer (block capitals):
Signed:      Date:
On behalf of those involved with this research project, I undertake that, in respect of the 
audio-tapes made with the above participant, professional confidentiality will be ensured, and 
that any use of audio-tapes or transcribed material from audio-tapes will be for the purposes 
of research only. The anonymity of the above participants will be protected.
Name of investigator: DONAL MC ATEER
Signed:     Date:
211
APPENDIX 5: BACKGROUND INFORMATION QUESTIONNAIRE
Thank you for participating in this research study. Before we go on to the interview, it would 
be helpful if I could have some basic information about you (such as your age, education and 
occupation). The reason that I would like this information is so that I can show those who 
read my research report that I have managed to obtain the views of a cross-section of people. 
The information that you give will never be used to identify you in any way because this 
research is entirely confidential. If you feel comfortable doing so, please fill in the following 
brief questionnaire.
I . Gender:
2. Age:
3. Ethnicity: (tick) Black-African ___ Indian/Pakistani/Bangladeshi
Black-Caribbean White
Black-Other   Other (please specify)
Chinese
4. Highest educational qualification: (tick)
None ____ Diploma (HND, SRN, etc.)
GCSE(s)/0-level(s)/CSE(s) ____ Degree
A-level(s)____________________ Postgraduate degree/diploma
5. Professional qualifications:
6. Professional association(s) currently accredited by:
7. Years in practice:
8: Present job title:
9. Therapeutic setting(s) in which you currently work:
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APPENDIX 6: INTERVIEW SCHEDULE
Introduction
The researcher will begin by introducing himself and outlining the aims o f the research in 
relation to the questions being asked in the following interview. The participant will be 
reminded o f the confidentiality issues outlined in the information sheet they were provided 
with, as well as their right to withdraw at any time. The consent form will be given to the 
participant to be read and signed, and some time will be allowed for the interviewer to 
answer any questions the participant might have.
The interviewer will then present the participant with a background information 
questionnaire to be completed before the tape-recording o f the interview begins. It will be 
explained that this information is obtained to report the various characteristics and details o f  
the participants taking part in the research. The participant will be informed that their 
information will not be used to identify them or others in the research and that i f  they do not 
want to answer some o f the questions, they do not have to. The interviewer will explain that 
the interview should last approximately one hour, but will ultimately be decided by how long 
the participant wants to respond and explore the issues covered.
(Tape recording begins)
Therapeutic approach
1. I would like to ask you about your approach to therapy. I contacted you on the basis 
that you were a CBT therapist. Can you tell me a bit about what drew you to this 
particular model?
Possible prompts: Why CBT? What was your experience o f training? What influenced 
your decision to train in, then adopt, CBT in your work?
2. How do you see your role as a therapist in the relationship with your client?
Possible prompts: What is your function/what part do you play in therapy? As a
therapist, what do you aim to do? How do you aim to help clients? Can you identify if
you have any goals in therapy? What does your role as therapist involve doing/ what 
methods do you use in your role as therapist? Does anything affect your role, or is it 
the same in all situations?
Being directive
3. As you are aware, I wanted to talk to you today about the notion of being directive in
therapy. CBT is often referred to as a directive form of therapy. What do you
understand this to be referring to?
Possible prompts: What do you think this explains about the therapy? What makes it 
directive? Do you agree with this description o f CBT?
4. What is your experience of being directive in therapy?
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Possible prompts: How do you influence your clients? Are you always directive? How 
do you feel about being directive in therapy? Can you think o f examples o f when you 
have been directive with your clients?
5. What influences your directiveness in therapy?
6. How do you manage your directiveness in therapy?
Possible prompts: Is it something you are aware of? Do you feel you have to manage 
it?
1. What are your thoughts on practicing CBT alongside what have been described as 
‘non-directive’ models of therapy?
Possible prompts: Is it something you do/would want to do? Do you think it’s 
possible? What has your experience been o f attempting to do this/ o f  being non­
directive? Is there a conflict between working in a directive and a non-directive way?
8. What are the factors influencing your decision on whether to also work in a less 
actively directive way?
Possible prompts: Are there contextual factors that affect this decision? I f  so, what is 
your experience o f this? Do you have the freedom to choose the way in which you 
work? Have you encountered difficulties when attempting to integrate CBT with non­
directive therapies?
Ending the interview
Those were all the questions I wanted to ask you during our interview. Before we discuss 
your experience of the interview process, is there anything else you would like to say on the 
topic of directiveness in therapy?
(Tape recording finishes)
Experience of the interview process
Thank you for taking part in this interview and for your help in my research. Before we 
finish, I would like to spend a bit of time talking about your experience of the interview.
- Did you feel that the questions in the interview and our discussions covered the kind of 
topics or areas you expected?
- Were there any parts of the interview when you felt you were not fully understood or
could not fully express what you wanted to say?
- Do you feel there has been anything negative for you about your experience in this 
interview?
- Do you feel there has been anything particularly of value to you during this process?
- Is there anything more you would like to add to what you have said, or anything you
would like to ask me?
214
APPENDIX 7: Interview transcript for David
Interviewer: Maybe it would be helpful if we could start with your approach to therapy. I 
contacted you because you are registered as a CBT therapist, could you tell me what drew 
you to that particular way of working?
Participant: In terms of my clinical training, CBT did form a fairly significant chunk of the 
input. So I think at one level it's probably, in terms of the skills that you are given at the 
outset, it's the one that is easiest to work with. While I appreciate the debate around empirical 
evidence in therapeutic work, the fact that it does, people do set out not just to look at 
efficacy from an empirical standpoint but also to really try and take the models and protocols 
are parTto really see whether theories stand up to experimental work, and there is something 
about the efficacy of the approach, I also think it's a pretty respectful approach in terms of the 
patient, I like that, and I have always had some kind of concern about the idea of therapists 
holding theories that aren't necessarily shared, and explicit. I think there is something about 
working in that kind of collaborative fashion appeals to me, more kind of ethical, and more, 
just the idea that... it is something that is shared, it seems to me, it just gives an added 
possibility that erroneous conceptualisations are modified rather than the therapist sort of 
careering on with what seems to them to make sense within their model. So it is a mixture of 
those things, I think one can also look at more kind of personal factors, I think... one of the 
things they say that I think captures a bit of truth, I think people who like to pursue 
psychodynamic approaches, have a kind of fantasy of omniscience and people who pursue 
more cognitive-behavioural have a great desire to be omnipotent. And I guess there is kind of 
an issue of having structure and control which might appeal to some personalities more than 
others, so I do think it's quite, you know there are many factors, both the more conscious 
ones and perhaps ones that are a little less conscious about what draws you to a model.
I: Sounded like a big part of that was the respect for the client or the openness, it sounded 
like you valued that quite a lot.
P: Yeah, I think in terms of, 1 mean I have had therapy of my own, it is not all been 
cognitive-behavioural, but I think where I found it most useful it has been where I've had that 
sense of it being very collaborative, and I'm not saying that that is not possible within other 
approaches, but I think there is something about CBT when it is done well, and I have to kind
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of emphasise that because I know the kind of cliché about it, just a cliche, I think this sort of 
fantasy that quite often people have an experience of something that is quite mechanical, not 
flexible, and that is certainly not the kind of CBT that I'm talking about.
I: I mean you mentioned the kind of ethical side of things to do with that openness is well 
and being explicit with the client in what you're doing, that comes into the ethics side of 
things for you?
P: Yes very much so, I think at the end of the day... it's very easy, particularly if we are kind 
of immersed in the therapy world where although there may be a lot of debate about certain 
things, I think there are an awful lot of givens, and the way therapists think, the way we think 
in the NHS... does not, is not in any sense neutral, does not in any sense readily necessarily 
tie with the views and values of a wider society, obviously to a large extent it is informed by 
that, and I think it's very easy for therapists to kind of have an assumption about what is good 
for people, and I think one needs to be very careful, because I remember when I was training 
somebody sort of talking about, somebody who is qualified, who was sort of commenting 
that they had a client who said oh it's nearly 3 o'clock I've got some meddling to do... I 
thought it was quite funny and refreshing in a sense that it was being acknowledged what was 
going on... and even if one is trying to take a very nondirective stance, at the end of the day 
in some way we are intervening and we are bringing our own kind of value set, and I think 
the only way to really do that... for me in a kind of ethical way is to try and put your cards on 
the table as much as possible, and so having dialogues with clients were first of all you know 
one does say look you know this is just a view and the reason that I'm expressing this is X, Y 
and Z, what do you think about that? I mean you can never get away from the fact that there 
is a power imbalance, that people may accredit you with sort of expert knowledge and that 
you will have an influence that goes beyond perhaps that which a friend might have or... it's 
not that one can kind of completely step back from that, but I think that it's... what we 
shouldn't be doing is replacing priests, and gurus, you know in a kind of modern secular 
society there is certainly that potential and if you think about work like Geoffrey Masson, 
against therapy, although I wouldn't completely go a long at all with what he is saying, I 
think there are some points that he's got that are good, and I think that idea that we just 
become a new kind of, a post-modern group of priests who dispense advice and wisdom. 
Now I think we should be careful not to fall into that kind of trap.
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I: So acting in that kind of way or performing that sort of role has the sense of ultimate 
knowledge or something like that...
P: Yes, it's just in a sense using one's position to... influence other people's behaviour and 
lives. They have difficulties and they're coming and seeking help, and I think, although on 
the one hand people are seeking help, they might be in many respects saying well what 
should I do? One has got to be mindfiil that that puts you in a powerful position and your 
beliefs about what someone should do may very well be wrong or it may well be the case that 
there is no right, but nonetheless one sort of has to be aware you are bringing to bear your 
own kind of values there, and it's just trying to find, I suppose to kind of reduce it down, it is 
trying to find a way that is as ethical as possible at negotiating that problematic issue, that 
people are coming to you with the real guts of their life, and often seeking how they can be 
different in some way and that is going to get translated into how they behave if they make 
change and... that's a responsibility that one shouldn't take lightly, and it's a responsibility not 
only in terms of that individual but the other people in their world around them that they then 
have an effect on... by laying the cards on the table a little bit more clearly and by being 
collaborative, I think that's one way of trying to address that tension if you like.
I: And you see CBT as providing a means of doing that because it's an inherent part of the 
approach...
P: To some extent, I mean to be honest I do think that people can practice in other models in 
very collaborative ways and I am also, as I said, anyone can fall into the kind of clichéd 
approach in CBT, there is no doubt that one can, and everybody does to some extent used 
Socratic questioning in ways where you know where you want to take the person, and people 
can quite rightly point and say well what is the difference between that and somebody, who 
for the sake of argument is working psychodynamically, holding a formulation which they 
are not sharing? And I would agree, you know... there is no way in this kind of, I think when 
one is faced with this sort of dilemma and you're looking for an approach that is helpful, I 
think one is talking about looking for things that are more or less helpful. There is no kind of 
ideal approach that helps one to completely address this ethical issue. I think in many 
respects it is probably more to do with the, with the therapist actually being mindful of these 
kind of issues, that's probably a lot more important than the actual model they adopt. And 
clearly, I think if one looks at systemic approaches, in many respects... there is one could
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argue even greater sort of respect for that idea, just talking about multiple realities, all of the 
different kind of narratives, in many respects people may be in some cases even seeking not 
to formulate quite the way that you might within other approaches and not to impose 
something. However for me, I think use of Socratic questioning, that kind of constantly 
asking people questions and trying to at the kind of microscopic level, if we were just 
looking at something like a vicious circle... so when that happened on Tuesday what did that, 
at that moment what ran through your mind, how did that leave you feeling, did that have any 
impact on what you did then? Now there is something very straight forward about that that 
appeals to me, where quite often it will be, when it works well, the client genuinely has an 
experience of discovering something for themselves, and even if you are trying to take them 
up an alleyway where you have a sense of if you go through these steps they might discover 
something, quite often it is the case that they don't say wouldfyou think they're going to say, 
and if you're prepared not to try and force people into boxes, both you and the person 
discover quite a lot through the course of that conversation.
I; So it sounds like it's not being as rigid to an idea or concept of the model that might not be 
flexible to what the person is presenting, that if they dealt Respond in the way you expect then 
it doesn't mess it up for you, it's more of a discovery kind of thing.
P; Yeah, and I think... a typical one might be talking around something like if they are 
depressed how that affects their thinking about doing exercise, let's just take that as a really 
simple type of thing... you might anticipate and normally it would be the case for people to 
say oh well I was a bit low and what's the point anyway, and then, but sometimes people 
come out with something quite different, and ultimately I think that if the goal... I think the 
psychological approach to therapy is about formulating, that process, really trying to listen to 
people's accounts, really taking quite a phenomenological position, I think CBT does allow 
one to do, I think often you do discover things that you wouldn't otherwise, and on that 
journey I think somebody has an experience of being heard, and all the other kind of more, I 
suppose you could talk about non specifics, in terms of good therapy... and I think also the 
focus, well I think it's important to have some kind of narrative about the past, I think the 
focus on the here and now... is also useful in the sense that it does, I mean this idea that 
people can test things out for themselves and not simply rely on, you know, therapy 
interpretation or theorising... inaudible... things like behavioural experiments again, I think 
they are extremely empowering. I suppose in a way a slightly backtracking to the earlier
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question about why CBT, I think there is a marriage between cognitive therapy and cognitive 
science, so I think when you're looking at things of like say models and ways of 
understanding things like PTSD, I think there is an awful lot of effort to draw on the kind of 
empirical data from academic psychology to see how can we understand what is actually 
going on for people, so there is a lot of attention to aspects of memory, all of the stuff to do 
with autobiographical memories, what might be happening at the neurological level, how can 
therapeutic approaches help bring about the necessary change? And again, although with that 
one may be bringing a certain amount of expert knowledge to the table, it's something that 
you would quite readily share with the client at the outset.
1: Right, so again it's about communicating your intentions with clients, even your thinking 
behind it?
P: Yes, and helping them to both feel and genuinely make an appraisal of those ideas.
1: You touched on slightly earlier the idea of nondirective therapies and those still having a 
value set that informs them. CBT is often referred to as a directive form of therapy versus 
any so-called nondirective therapies; what do you see directive to be referring to?
P: 1 think people probably make that statement at one level simply because they see, I 
suppose the behavioural bit for example of CBT, a) people are asked to do things like 
homework, at one level that they are being directed, although again it is actually something 
that is very much negotiated between the client and the therapist about what would be a 
useful exercise to do between now and the next session; however of course it is directive in 
the sense that one is saying doing homework is useful. I think... directive... in any kind of 
approach people can have a conversation where somebody, where the therapist poses a 
question about what that might mean in terms of behaviour which could be seen, in a sense 
you're pointing people towards the idea of some kind of behavioural change, a temporary 
one, i.e. just doing a task or something more broad, and... and I suppose it's the degree to 
which, one might say how negotiating that is, yeah? So it might be, certain approaches where 
somebody, some sort of observation has been made between the therapist and the client and I 
wonder what that means in terms of your relationship or your work... big pause... I think in a 
way it's probably quite difficult to define because I think, yeah I suppose it's the degree to 
which somebody might come up with something themselves, and the extent to which
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therapists might actually offer an idea. And I think it is the case, particularly if you look at 
CBT approaches which heavily emphasise, because obviously it is a broad church, that very 
heavily emphasise a Socratic approach, you would probably see a bit less of it. However, 
certainly... I certainly think it's not seen as something taboo, that the therapist in the context 
of what is being talked about might suggest that idea, although broadly speaking I think there 
would always be the idea that if the client can come up with it themselves they are more 
likely to value and adhere to whatever the idea is. So I think CBT would ideally not be 
directive, but there are occasions where in the dialogue you're pointing towards things, you're 
gently pushing people towards particular ideas, you might explicitly suggest something, and I 
think choices about when you do that are a based on things like how much time do you have? 
In an ideal world I would rather suggest absolutely nothing, but that is based on the fact that 
you've got enough time, both in terms of the length of therapy itself and in terms of perhaps 
the issues that a person is currently facing in their life, and also I think there are occasions 
where clinical experience will mean that there are insights that you might have that the 
individual might not come up with themselves, and then you are faced with the dilemma do 
you just not share that or do you?
I: And what has been your experience of that then?
P: In an ideal situation I would rather people arrive at it themselves. I would certainly be 
censoring the directiveness in terms of how value laden it was and how significant it might 
be in terms of bringing about radical change in their life. What I'm getting at there, the most 
obvious example I can think of is you should leave her, she is not good for you. There is that 
at one end of the spectrum and then at the other end of the spectrum is something more like, 
if you're struggling to, you're saying that you really want to do X, Y and Z, you're saying that 
some of the time you just forget to do it, are there any ways that you could help remind 
yourself? I mean I don't know, like sticking a post-it on the fridge. I mean it's easier as I'm 
talking to you to kind of give that as an example rather than talking about the issue 
theoretically, that is the reality of what one’s talking about in terms of directiveness, it's that 
broad of a spectrum, and obviously issues of ethics, one imposing one's values, one's 
confidence in one's formulation... it being problematic is much more likely to be up towards 
the leave her end rather than the what about the post-it on the fridge end. Now that is not to 
say one couldn't, by coming up with stacks of ideas and just giving people stuff, that therapy 
might be less effective, potentially disempowering for somebody, you just constantly flood
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them with you should do this and you should do that, at a mundane level, but I think one 
really needs to make a difference, and I think people who get very upset about directiveness 
need to make that kind of distinction, and certainly where I am directive and completely 
comfortable with being directive is down at the post-it end.
I: Okay, so there is a comfort there in having an idea in mind of what might be helpful but it 
sounds like it's the way it is communicated to the person, I mean inside you could be 
shouting leave her, but you might have certain ideas of how do present that to the person...
P: Yes, and one has got to be honest but sometimes one can circumvent this whole issue of 
directiveness by just having a cunning way of leading conversation, and I think that's where I 
think when people focus too much on the idea of directiveness, and if you like being 
directive as a bad thing, one has to look at well what do people do who aren't being directive? 
Is it just in some cunning way bringing about the same change, just through a certain kind of 
dialogue? Which could be, what they're doing really could be quite covert, gradually as they 
edge their way towards helping someone to come to ‘a conclusion’... so I think one needs to 
be careful not to kid oneself that when not being directive at that other end of the spectrum 
that one is not just doing something as a substitute activity. Having said that, then still faced 
with the ethics of you know... of course that is a very real issue and it may be having a very 
significant impact on the client and that may be why they're coming along to see you and it 
may be a quite reasonable good outcome of therapy that they do lead someone, however all I 
am getting at is that, that big stuff, one shouldn't go there kind of lightly, and one shouldn't 
presume sort of godlike powers and expertise in playing with people's lives, and the problem 
with all of this is I don't think there are really good hard and fast rules, it is much more about 
kind of just being mindful of the responsibility and whatever model you’re practising 
thinking about how you're acting.
I: Okay so it sounds like that being mindful of that responsibility is being down the post-it 
end of the spectrum...
P: Well being mindful means that, at the post-it end of the spectrum you don't have to worry 
very much. You have to keep a bit of an eye on it but post it end directiveness, I don't think 
that significant ethical issues are central. I'm not saying that as you shuffle up that spectrum 
you should never be directive but you should become increasingly mindful about your
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meddling. And I'll give you an example of where I wouldn't be at the post it end, would be 
something like PTSD where... it is well documented and I've seen it myself, that is not 
unusual for people, following a trauma, to start doing things, making very significant changes 
to their lives, I mean if you just look at the diagnostic criteria for PTSD, it can just bring 
about such a profound sense of the change in the self, a detachment from others, a 
foreshortened sense of the friture, which can mean that for example people just chuck in jobs, 
people stop paying the mortgage, people leave relationships. Now, I think ethically if you 
know that that is not unusual, you're working with somebody when evidence points to the 
fact that they are probably experiencing this kind of cluster of problems or disorder, if you 
start to notice in the course of the conversation that it would appear that they are about to 
make some very radical life decisions, in that kind of situation, whether you call it being 
directive or not, well it is directive, I mean I would give people an explanation, I would be 
quite explicit, I would explain to them why I'm saying this, and I would just say I can 
understand what you're saying at the moment about this job feeling like it has no meaning to 
you but I would really really urge caution about just chucking it in right now, because I've 
seen quite a lot of people who've experienced dramas who've made radical changes and then 
really really regretted it, what I would like to ask you is if perhaps over the next week you 
could just give some more consideration to this. Is there anyway in which you could kind of 
get round the current problem by not making these very big decisions but putting it on hold? 
If a month down the line you still feel that this is what you want to do, then you can still do 
it; however this is something that is pretty difficult to undo. That's what I'm talking about 
when I might be more up the more serious directive end of the spectrum, and I think it is very 
very unethical not to do that... because if you're in possession of that knowledge, now you 
may as a therapist make a choice and think in terms of the relationship I would rather the GP 
for example dispenses this advice. Now I'm completely fine with that and I think that's a 
good way of negotiating certain tensions between being directive and other issues about how 
one might want to run the therapeutic relationship if you like.
I: So there is a tension there in telling or suggesting to clients what to do that you're 
experiencing. Even when you're saying that I suppose I'm being directive here, there is a 
reluctance to say that you are in some way?
P: Yes I think there is because the essence of therapy should be about somebody coming 
along and you don't want to be giving them this message that they are coming along for an
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expert service where they are told what to do. I think that's fairly sort of clear across most 
kind of models, this isn't like popping into the GP, this is what you should do etc. However, 
again, while I think therapy should always... prioritise the idea of dialogue in which people 
come to the conclusion themselves or you have shared formulations or it is agreed that they 
are going to try out X, Y and Z based on (inaudible), that should be the cornerstone central 
element to it. As long as that is in place, I personally within a CBT approach think that it is 
okay to be directive if it's not what you're doing the whole time, if the rationale is explained 
and if power is kind of given back to the person via as I say sort of things like, you know go 
away and have a think about it, ultimately it is you who should make up your mind about 
this, I think you would always be presenting them the evidence but doing the best you could 
to then say that still it's them running their life. However, what I was saying about getting the 
GP to do it, all I'm saying is that I think it's seriously unethical for any therapist who knows, 
for example the sort of stuff I was explaining about PTSD, not to be doing in some way, now 
it may be the case if you're working, let's say in certain psychodynamic approaches you 
might not want to have that kind of directive conversation in that way and all I'm saying is 
that those people I think they should be directive in a more indirect way, i.e. they might want 
to speak to someone else involved in the persons care, but I certainly would feel that 
someone had been negligent if I was in their care and they had that kind of knowledge and it 
wasn't imparted in some shape or form.
I: Yes, so it sounds like what informs your decision about whether or not to be explicitly 
directive in therapy is a mixture of things, to do with the knowledge you possess about a 
certain thing that the client might be talking about, it's to do with how much you feel it might 
affect your relationship with them, it's to do with your own views on what therapy should or 
rather should not be about, things like that?
P; Yes, I think so, I think that the central point that therapy is primarily about somebody 
trying to get a better understanding about themselves and their world and from that position 
try and bring about some kind of change. The ideal is that the individual owns that as much 
as possible. And so at a sort of super super ideal level, it would mean that one wouldn't 
particularly be directive, however in the real world I don't think that is particularly possible 
and I think certain low levels of direction don't jeopardise that kind of central issue much at 
all. So the post it on the fridge to me is negligible, you know, 1 suppose I would say for me 
it's all about pragmatism. So you've got some basic kind of principles and you're just trying
223
to be pragmatic around it. This isn't a religion, I suppose that I want to stress, it's just that 
broad idea about people being empowered, and then recognising with directiveness there are 
ethical implications, and that with certain ones you just have to be kind of mindful the whole 
time about the ethical implications and the applications generally on how you are 
empowering somebody or not. At one end of the spectrum it doesn't matter very much so 
long as one is still mindfiil about what you're doing, the post-it end. At the other end of the 
spectrum it becomes increasingly kind of questionable, but one has to, although it is 
questionable, one still has to think about is it better or not to do it, and from my kind of point 
of view one of the issues, or one aspect of CBT is about psycho education, and so you tell 
people things, if you do that clearly there are implications that people will draw. Even if you 
don't say something very directly you can obviously be being directive, you know if you're 
just talking about the role of exercise, for example, in relation to low mood, and so within 
that I think it's kind of quite legitimate to be directive to some extent...
I: Because of the knowledge that you hold about that particular issue... and it sounds like 
there is, there are also appears to be a spectrum of comfort and discomfort on this as well, I 
mean it sounds to me like there is definitely a comfort on the post it end, if it's something that 
feels okay, there is a set of principles guiding your work and then it's how you gauge how 
actively or explicitly directive you're going to be with clients and then how comfortable that 
is with you...
P: Yeah, it's comfortable in the sense that if you think it's okay, if you think it's doing good 
and not kind of doing harm then it is comfortable, but obviously as the issues get bigger and 
bigger, there should be a discomfort, there should be a discomfort for all therapists when 
people are making big changes to their lives and how that comes about. One should be sort of 
mulling on that question about the nature of how you are kind of intervening and the rights 
and wrongs of it. What we're doing, we'll never know, but what we're doing could be giving 
people a serious bum steer. There is always that possibility whatever approach you are 
following, so I think from that point of view, one just always wants to think about when 
people are making very significant change, I think one should sort of be aware about clearly 
the more you're prompting that i.e. being directive, all the more so.
I: So it sounds like again if we are talking about your experience of being directive in 
therapy, the bigger life changes, the bigger the impact that this might have what you're about
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to say then the more cause there is for thought, reflection, possible discomfort with it or just 
wanting to keep an eye on it...
P: Yes, absolutely.
I: So can you think of maybe specific examples of when you have been directive with clients 
or you have experienced it and what has influenced it, what it has been like.
P: I suppose a sort of slight problem, going back to the original question about what is being 
directive, often ifs quite a murky territory. More often than not it will be, when you might be 
having a conversation and you say things like how would So and So react if you just, next 
time they start saying X, Y and Z, you just ignored it? Now obviously if you have a 
conversation like that, that is not being explicitly directive, I think more often it would be 
that kind of thing where I would, maybe could be construed as being directive because you’re 
introducing an idea about a particular behaviour, and getting them to think about it. They are 
clearly making a choice because they will analyse it, but I mean I think about one guy who I 
saw quite a long while ago, he was somebody who had done time in prison, so he had a little 
bit of a violent history, but was very very keen for that not to kick off again... there was 
somebody he had some kind of issue or conflict with and he used to have to drive past this 
guy’s house each morning and the guy would be outside loading up his van with his partner 
or his friend, and we talked about this guy’s rising sense of anger and all of these things. And 
with him I asked him one day what would happen, because they would meet eyes, so kind of 
staring each other out, and I said to him what would happen if you just didn't look at him, and 
we kind of had a conversation around that and it didn't particularly go anywhere, and I said to 
him well how would you feel about just giving that a go for a couple of days, just seeing 
what happens... and, I mean obviously I'm going to cite an example that worked well, but he 
kind of sticks in my mind as coming back and saying I can't believe it, I just felt so much 
better and I just don't look at this bloke any more, and presumably this other guy 1 would 
imagine stopped looking at his car. I suppose you talk about issues like masculinity and 
standing up for oneself and things like that and we did, but none the less something like that, 
which again I think that’s an example, I was quite happy to suggest that because it didn't feel 
to me like I was prompting some radical change in his life where things could go horribly 
wrong. I felt he was so caught up in this kind of battle between him and this guy it was quite 
difficult for him to see what was going on at some level and to intervene in a directive way of
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that kind of level wouldn't seem to me to have significant ethical implications, and so long as 
the therapy broadly was much more about him coming up with ideas, him making 
judgments... what I would do rather than him coming up with experiments, I would suggest 
to him experiments, and it was an experiment where he would make an appraisal of the 
outcome, and so I wouldn't see it as detracting in any significant way from that kind of 
cornerstone of therapy, the person trying to make sense of their life and make changes in 
accordance with that. That would be a kind of example; on the more extreme end would be 
things like when I tell people to do things in PTSD. The only other thing where I will bring in 
more of a directive... is if it seemed to me that there is a clear issue of risk, obviously if you 
think someone is at very real significant physical risk or there are risks in terms of sexual 
abuse and that kind of thing, then again I think regardless of the model that you're working 
from, one has some kind of moral obligation to do things, and again 1 can accept that other 
people may try and find other avenues to do that through... 1 certainly will have a frank 
conversation with somebody if say for example they are in a relationship, I won't tell 
someone to leave somebody but 1 will say as part of a psycho education kind of thing 1 might 
explain some things about self-esteem and relationships, and 1 say one of the concerns 1 have 
is that what you've described to me 1 find it quite hard to see how this constant being told that 
you’re rubbish and being threatened can do anything to help improve your self-esteem. If 
anything all the evidence would suggest to me it's going in the opposite direction. Depending 
on the situation 1 might then up the ante and say I'm really concerned about your welfare, 
obviously it’s you who has got to make that choice, 1 can't make that choice for you, but 1 
would not be being honest with you were 1 not to say that 1 am seriously concerned and 1 
worry that because you are so accustomed to this that you are placing yourself at risk. And so 
again it's kind of weighing up the risk that someone is at, but even then, even in those 
situations, you 1 think ideally would be trying to phrase things as 1 had done then... TURN 
OVER TAPE... trying to separate out for a person, pointing to pieces of knowledge if you 
like in terms of evidence, bringing one's own opinion and feeling, you know making that 
explicit, making one's conclusions explicit, if there are any inferences or ideas that you have 
about the person in terms of like 1 wonder whether you know you're so accustomed to this, 
you're making that explicit, so you’re trying to give them as much as possible and always 
ultimately saying it's your decision, apart from obviously the extreme case where for 
example there may be somebody who is a vulnerable adult or child where you actually have 
to say to someone ultimately I'm sorry but I'm going to have to speak to another professional 
about this. Another aspect of this directive thing, which you could call directive but maybe 1
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don't know, when I see people privately I will accept if they don't want me to contact their 
GP as a matter of course, however I won’t agree to see them unless they give me their GP 
details and there is an agreement that should I at some point feel that they or someone else is 
a very significant risk, then while I will let them know, I will contact another professional. So 
again there comes a point when in some way, that might not be about being directive in terms 
of the client, but where effectively you are having to impose your view in some way to bring 
about change, so I think it does go the frill spectrum from the post it right up to that end, and 
that's what I mean that there's got to be a pragmatism, and as one makes one's way up 
towards that further end the issues have got to get more and more weighty.
I: Okay so it has got to be quite a serious thing for you to do the full on...
P: The full on, but full on in terms of something where you are prompting radical change, 
and radical change to other people's lives, and I think that's why one can often cite you 
should leave her as a kind of an example and a recognition that you should leave her doesn't 
just affect your client, it affects her as well, and you may well have a very... limited 
understanding through your client’s account of the reality of the situation. One has to bear 
that in mind and be kind of cautious about meddling.
I: So there are several factors that seem to be influencing that pragmatism that you have 
spoken about, it seems to be there is almost a spectrum of risk associated with the spectrum 
of directiveness if we can call it that, that the higher up the risk goes the more explicit the 
directiveness might become. It's also based on your judgment of the knowledge that you're 
obtaining from the client and the impact that your behaviour in therapy is going to have on 
them and other lives outside it, it sounds like they're a lot of things coming into play there 
when these decisions are being made.
P: Yes, and I think in a sense risk is a good way of putting it, it's risk in terms of pushing 
someone in the wrong direction through misunderstanding or just imposing your values on 
the one hand versus risk in terms of this person or other people's well-being, and risk of 
taking away that central foundation of therapeutic work, i.e. that fundamentally it is about the 
individual making sense of their life then making changes, so there are those factors, but it's a 
pragmatism and particularly that last factor, that the issue about people having a sense or 
understanding about being the agent of change themselves, I don't think that the post it end of
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directiveness has a significant impact on that in most people's cases. Somebody who I've 
been seeing recently who struggles enormously to come up with if you like some very basic 
ideas about, that may impact on behavioural change. Now with a person like that I am much 
more cautious about suggesting post its, because for somebody like that my feeling is that 
you could very easily disempower them, you could very easily through just a few post its 
take away that central foundation of therapy. Or if it's someone who is coming along who 
wants an expert, somebody just to give the responsibility for making change and choices to, 
but again one would want to think about the broader kind of formulation of the individual so 
that again it comes back to that risk, what's the risk of being directive, in this case it's 
impacting on that central foundation of therapy; however for most people, as long as one is 
mindfiil of it and has a formulation, at the post-it end of the market I don't see as problematic, 
and I know there is evidence to say that psychoeducation, and therefore by implication stuff 
that is vaguely directive, is effective. So while there is a thing about caution, it's not that I'm, 
(inaudible) using that as caution of risk... and like I was saying in some sort of super ideal 
world it would be great to have nothing directive however in the real world I believe one 
helps patients more by including some kind of directiveness, as long as it is done mindfully.
I: Okay and it really sounds like it's the impact, the level of impact that is going to have on 
the relationship between you and your client then. At the post-it end of the spectrum 
suggesting something to do there doesn't feel like it's going to be entirely detrimental, for one 
if things don't work out or if they come back and they say, it's not the same as the other end 
where you are actually saying I feel it might be better because of the knowledge that I have 
that you really consider making this kind of change, because that is going to have an impact 
not only on the client but on other people's lives, and potential risk factors associated with 
that.
P: Yes, there is also one other factor here to do with why directiveness when done carefully 
is useful, and this is just a personal opinion, but I think clients like to have an experience of a 
real relationship, I think all therapists would say that, and I often think that people find if you 
give a bit, where everything isn't how do you think you might do that, I think quite often 
people can experience that in a more positive way. I think it also helps in that sense of 
collaboration, that it is not just collaborative formulation, that sometimes you come up with 
some ideas. I had an experience where people say that's really useful yes I'll give that a go, 
that people aren't so fragile. As I say that's why one might want to be mindful with a certain
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subset of people when you have got an understanding that it is unhelpful to be that way, for 
most people... I think it can enhance the relationship if it is done in a very respectful way. I 
suppose what I'm trying to say there, while you're quite right in reflecting back to say that 
there is this kind of notion of risk to do with being directive, a certain degree of aversion to 
it; what I am also saying is more at the post it end and sometimes a bit more than that it can 
actually be helpful and enhance the therapeutic relationship, not detrimental, it in a mindful 
kind of way can be encouraged, just in my view.
I: So it sounds like to you its part of giving something back into the relationship, offering a 
part of yourself...
P: Yes, the danger though is that, and certainly in CBT, doing good Socratic work is hard 
work, and I know myself that at times when Tm being tired and more likely to be less 
Socratic, and more offering up ideas to people. Not necessarily being clearly directive but I 
think there also is, there is that danger as one moves into that zone, you know I can see why 
some people might want to just draw a great big line around it and say no I never go there, 
because ifs easier to be a bit of an expert frankly. It can be a more comfortable position and 
in a way you don't have to work as hard to think about how can you help someone think 
about an issue, so that they might be able to arrive at something that is of use to them that 
they generated. It comes back again to that sort of central part of therapy, I think it is worth 
acknowledging that I think one could slip into, certainly other therapists that I talk to. I'm 
thinking of primarily of people who do work in a more CBT fashion, and I would be 
interested to ask other people, that I think you can get lazy, and I would certainly say that I've 
been guilty of that on occasion.
I: So this sounds like part of the pragmatism or a part of the guarding against in a way, 
sometimes when you're tired and you've seen a few clients before, for whatever reason, ifs 
easier...
P: Ifs not gross, but you just notice it and the problem is, and that's the problem with 
pragmatism isn't it, as soon as you start to say I'm a pragmatist, you know ifs not that far 
from the ends justify the means, and I think if you're a pragmatist just generally one has to be 
mindful of that danger, (inaudible) to shuffle 2 inches further along from what you just did, 
and it feels justified... and I suppose, I know I'm banging on about CBT, I do think it just
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cornes back to sort of broad ideas, you know whatever approach you are following, if one 
sincerely has a reflective practice, broadly speaking, you're likely to do a lot more good than 
harm. I suppose that is at the core of all this for me, that whether we’re talking about this or 
other topics there is that just being kind of mindful of all that Geoffrey Masson stuff, you 
know not forgetting it and just reflecting on why am I doing this? Am I jumping to 
conclusions, to what extent, you know I think, whether it is through your therapy, through 
your supervision or just as you’re driving home, you know sort of questioning yourself. I 
think that is as important as any kind of specific guidelines that I might be able to articulate 
to you.
I: It sounds like keeping an eye on things really, and that goes across models even if they 
claim to be directive or nondirective, it's keeping an eye on the influence that you have.
P: Yeah.
I; Okay well those are the kind of areas that I wanted to cover... is there anything else you 
would like to add on the topic of directiveness in CBT?
P: Don't think so, no.
END
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